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Abstract 
Adolescent risk-taking behaviors contribute significant risk to the current and future health of 
adolescent patients and have a significant annual cost to society. A primary care practice in 
western Michigan had no standardized practice related to the screening, evaluation, and response 
to adolescent-risk taking behaviors. As a result, only three of the fourteen providers were 
consistently following national guidelines for screening, evaluating, and responding to 
adolescent risk-taking barriers. The providers cited lack of time and lack of knowledge as 
barriers to following guidelines. The purpose of this quality improvement project was to address 
the health care needs of the adolescent patients in the organization by improving the screening, 
evaluation, and response to adolescent-risk taking behaviors by the primary care providers. This 
project utilized quality improvement methods to develop and implement practice protocols for 
providers to use during adolescent well-exams. Analysis of provider surveys and chart reviews 
indicated that the intervention led to an increase in provider knowledge of the recommendations 
for adolescent risk-taking behavior screening, and an increase in the screening of adolescents for 
substance use and sexual activity. These improvements will be sustained with the 
implementation of a standardized screening tool for adolescent risk-taking behaviors. Equipping 
health care providers with the knowledge, resources, and protocols to address adolescent risk-
taking behaviors can help to improve the health care offered to adolescent patients.  
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Executive Summary 
Background 
Approximately 75% of adolescent morbidity and mortality is attributed to identifiable 
and treatable factors, such as substance abuse, mental health concerns, risky sexual behaviors, 
and poor nutrition (Salerno, Marshall, & Picken, 2012; Sleet, Ballesteros, & Borse, 2010; Yi, 
Martyn, Salerno, & Darling-Fisher, 2009). Although many organizations have established 
guidelines recommending that primary care providers screen their adolescent patients annually 
for a variety of risk-taking behaviors, many primary care providers do not regularly screen their 
adolescent patients for these risks, and do not offer appropriate health counseling and guidance 
(American Academy of Family Physicians, 2017; Committee on Adolescence, 2008; Committee 
on Practice and Ambulatory Medicine, & Bright Futures Periodicity Workgroup, 2017; Michigan 
Quality Improvement Consortium, 2016). Over 75% of adolescents have reported engaging in at 
least one risk-taking behavior, but 63% of these patients have not discussed these behaviors with 
a health care provider (American College of Preventive Medicine, 2010). 
Significance 
Adolescence is a critical time for health promotion, as behaviors and environments in 
adolescence can have a significant impact on adolescents’ health as adults. It is estimated that 
$700 billion is spent annually on causes associated with preventable adolescent health problems; 
these health problems frequently become significant, life-long problems (Department of Health 
and Human Services, 2014). Experts agree that reducing the rate of risk-taking behaviors by 
adolescents will improve the health of the general population (Steinberg, 2008). Health problems 
of adolescents are primarily behavioral and environmental in origin, making them amenable to 
preventive efforts (National Research Council & Institute of Medicine, 2009). By improving the 
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screening, evaluation, and response to adolescent risk-taking behaviors, primary care providers 
can improve the health of their patients in adolescence and in the years to come.  
Purpose 
The purpose of this project was to implement standardized screening, evaluation, and 
treatment protocols for adolescent risk-taking behaviors at a primary care practice in western 
Michigan. Providers received education and materials on evidence-based screening and 
evaluation tools for adolescent risk-taking behaviors. Practice protocols for the three key areas of 
risk (mental and behavior health needs, substance use, and unsafe sexual practices) were 
developed based on current guidelines and local resources.  
Previous Practice 
At this primary care practice, family medicine and pediatric providers see adolescent 
patients for annual well exams. There was no standardized screening for risk-taking behaviors, 
such as substance use, unsafe sexual behaviors, or behavioral or mental health concerns beyond 
depression. The screening that did occur depended on individual provider practices. There were 
also no standard expectations for how providers respond to identified risks. As a result, 
variability in risk-screening between providers was significant, and not all adolescent patients 
were screened for all pertinent areas of risk-taking behaviors.  
New Evidence  
Standardized screening tools are recommended for evaluating adolescent risk-taking 
behaviors. The Rapid Assessment for Adolescent Preventive Services (RAAPS) is an effective 
and efficient standardized screening for adolescent risk-taking behaviors (Yi et al., 2009). By 
screening for risks such as substance use, depression and suicide, violence and safety, sexual 
health, unintentional injuries, diet, and exercise, it provides a valid and reliable measure of the 
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adolescent risk behaviors that contribute the most to morbidity and mortality (Salerno et al., 
2012). The use of RAAPS increased the discussions that providers had with adolescents related 
to their risk-taking behaviors; over 86% of providers believed it positively impacted their 
practice (Darling-Fisher, Salerno, Dahlem, & Martyn, 2014).  
After providers screen for risks, it is recommended that they further evaluate positive 
screenings and provide appropriate counseling, treatment, or referrals. Strategies for responding 
to positive screenings include motivational interviewing, and enabling providers with necessary 
knowledge and resources. Motivational interviewing (MI) is a communication style that focuses 
on resolving and exploring ambivalence towards change (Miller & Rollnick, 2013). MI has 
found to be effective at reducing substance use, improving dietary control, and increasing self-
efficacy to enact change in many areas of adolescent health (Erickson, Gerstle, & Feldstein, 
2005). When providers have the knowledge and resources they need to respond to adolescent 
risk-taking behaviors in effective ways, screening and counseling rates increase (Ozer et al., 
2005; Thompson et al., 2016).   
Intervention 
This quality improvement project created a set of standards related to adolescent risk 
screening, evaluation, and response that the primary care providers at this location will be 
expected to follow. The standards were developed and presented to the providers at a monthly 
meeting. The RAAPS screening tool was recommended for use with all adolescent well exams. 
Providers were provided additional questions or tools that they can utilize to further assess 
identified risks. Practice protocols for three key areas of risk (mental/behavioral health, 
substance use, and sexual risk behaviors) were developed based on the current evidence and 
guidelines to guide the providers’ responses to identified risk.  
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The success of the intervention was identified by obtaining provider feedback before and 
after the implementation of the intervention on their current knowledge and comfort related to 
adolescent risk-taking behaviors. In addition, a chart review was done before and after the 
implementation to determine if the intervention made an impact on the documented screening, 
evaluation, and response to risk-taking behaviors.  
Results 
  Although the results were not statistically significant due to the small sample sizes, the 
provider surveys displayed an increase in the providers’ knowledge of the guidelines for topics 
that should be screened for annually. The chart reviews revealed a clinically significant increase 
in the percentage of patients who received appropriate screening for substance use and sexual 
activity. The chart reviews indicated a ceiling effect was present with mental health screening, 
evaluation of risk-taking behaviors, and treatment.  Providers’ practices in these areas already 
followed national guidelines, so very little change was observed in these areas as a result of the 
intervention.  
Cost Analysis 
The costs associated with this intervention include the time necessary to present the 
intervention to the providers, the time required to adequately address risk-taking behaviors in 
appointments, and the cost of the educational materials for the providers. Grant funding was 
obtained to cover the initial material costs; the project did not require any additional resources 
other than time and the use of the conference room for the presentation of information from the 
practice. The benefit of providing adequate preventive health care will outweigh the nominal 
costs of paper and ink. If this intervention is successful, the practice could implement the 
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RAAPS screening tool to sustain the improvements, which could lead to increased revenue for 
the practice with appropriate billing practices.  
Considerations 
The screening tool is not enough to lead to a change in behaviors; providers need to have 
the skills and resources to know how to respond to identified risks (Darling-Fisher et al., 2014). 
The evidence on adolescent-focused intervention strategies primarily focuses on motivational 
interviewing (Darling-Fisher et al., 2014; Erickson, Gerstle, & Felstein, 2005; Hoek et al., 2011; 
Sterling, Valkanoff, Hinman, & Weisner, 2012). Depending on the providers’ background 
knowledge, additional education and resources may be necessary to appropriately respond to 
identified risk-taking behaviors for adolescent patients.  Additional resources, in the form of a 
standardized screening tool, and additional knowledge, through the provider packet, are needed 
to best address adolescent risk-taking behaviors. 
Recommendations 
This quality improvement project shows the importance of primary care providers who 
conduct adolescent well-exams having the knowledge and resources necessary to follow national 
guidelines. Education and resources can lead to an increase in adolescent patients who are 
appropriately screened for risk-taking behaviors, and providers who respond to appropriately to 
identified risks. A brief educational session can increase providers’ knowledge and confidence in 
this area.  To sustain these improvements, practices can adapt a standardized adolescent risk-
screening tool, such as RAAPS, to ensure these improvements continue to be present in 
adolescent care in the future.  
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Introduction and Background 
Approximately 75% of adolescent morbidity and mortality is attributed to identifiable, 
preventable, and treatable factors, such as substance abuse, mental health concerns, risky sexual 
behaviors, and poor nutrition (Salerno, Marshall, & Picken, 2012; Sleet, Ballesteros, & Borse, 
2010; Yi, Martyn, Salerno, & Darling-Fisher, 2009). In addition, many behavioral causes of 
adult morbidity have their origin in adolescent years (Committee on Adolescence, 2008). Many 
expert organizations recommend that primary care providers screen adolescent patients annually 
for a variety of risk-taking behaviors, including substance use, violence, mental health concerns, 
sexual risk behaviors, lack of exercise, and poor nutrition (American Academy of Family 
Physicians, 2017; Committee on Practice and Ambulatory Medicine, & Bright Futures 
Periodicity Workgroup, 2017; Elster & Kuznets, 1994; Michigan Quality Improvement 
Consortium, 2016). Despite these guidelines, many primary care providers do not regularly 
screen adolescent patients for these risks and do not offer appropriate health counseling and 
guidance to identified risks (Committee on Adolescence, 2008). Over 75% of adolescents report 
engaging in at least one risk-taking behavior, but 63% of these adolescents have not discussed 
these behaviors with a health care provider (American College of Preventive Medicine, 2010). 
Many practices and primary care providers do not follow the recommended guidelines for 
adolescent risk-taking behaviors. 
Screening for and responding to adolescent risk-taking behaviors is clinically significant 
and an important practice due to the potential to improve the health and wellness of these 
patients both now, in their adolescent years, and in their future years. Preventive health efforts 
have largely ignored the risks associated with adolescent behaviors in the past; this is a need that 
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must be addressed by primary care providers (National Research Council & Institute of 
Medicine, 2009).  
At a primary care practice in western Michigan, there are very few practice-wide 
standards related to the preventive care provided to adolescents. Several of the pediatric 
providers have recognized this as an area in need of improvement, and they have requested help 
in better meeting the needs of their adolescent patients. There are 14 pediatric and family 
medicine physicians, physician assistants, and nurse practitioners at this practice. Approximately 
800 patients between the ages of 13 and 18 years have a primary care provider at this practice 
and could benefit from the improvements and standardization in practice.  
Adolescent risk-taking is a practice problem that connects to epidemiology, as it 
considers and seeks to improve the health of the adolescent population, and organizational health 
policy, as it addresses standardized policy and protocols for the organization. There was a gap in 
practice, as experts recommended annual risk screening, but few providers appropriately 
screened all their adolescent patients for risk-taking behaviors. The intervention in this project 
helped to close the gap in practice through the implementation of evidence-based practice 
protocols. To address this practice problem at the primary care practice, standards were 
developed for the screening, evaluation, and response to adolescent risk-taking behaviors. 
Practice protocols for evaluating and responding to three key risk areas (mental and behavioral 
health, substance use, and sexual behaviors) were developed and distributed to the providers. The 
effectiveness of the intervention was determined by feedback from providers and a comparison 
of documentation before and after implementation. The use of a standardized screening tool 
(Rapid Assessment for Adolescent Preventive Services) was recommended for sustainability of 
improvements in screening (Yi et al., 2009).   
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Problem Statement 
 Adolescent risk-taking is a public health concern, as the greatest threats to the well-being 
of adolescents come from preventable causes (Steinberg, 2008).  Three out of four adolescents 
report engaging in at least one risky behavior (American College of Preventive Medicine, 2010). 
Adolescent health is significant to American health care; $700 billion is spent annually on direct 
and indirect costs associated with preventable adolescent health problems (Department of Health 
and Human Services, 2014). Although many recommendations exist regarding annual screening 
for adolescent risk behaviors, this primary care practice had no standardized screenings or 
practices established related to adolescent risk behaviors. As a result, a significant amount of 
variability was present in the practice of different providers. The primary problem addressed 
through this project was the incompletely addressed health care needs of adolescents in this 
primary care practice.  
The use of a standardized risk screening tool when caring for adolescents has been found 
to be time efficient, easy to use, and effective at initiating discussions on multiple aspects of 
adolescent risk-taking behavior between providers and adolescent patients (Darling-Fisher et al., 
2014).  Standardized risk screening with protocols for positive results can assist health care 
providers in providing preventative care to adolescent patients (Yi et al., 2009). The purpose of 
the DNP student’s project was to determine how adolescent risk-taking behaviors can best be 
identified, evaluated, and counseled in an effective and efficient manner in a primary care 
setting.    
Two key clinical questions directed this project: 1) Will the implementation of practice 
protocols related to adolescent risk screening, evaluation, and response improve the 
identification, evaluation, and counseling of these risk-taking behaviors among the adolescent 
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patients at this practice? 2) Will increased knowledge, protocols, and resources for providers 
improve their comfort, knowledge, and practice related to adolescent risk-taking screening, 
evaluation, and response? To answer these questions, an assessment was performed using the 
data collected from adolescent patient charts to more thoroughly understand the current practice 
related to adolescent risk-taking behaviors. Feedback from providers was sought to understand 
the current knowledge and comfort related to addressing adolescent risk-taking behaviors, and 
their perceived behaviors. After the implementation of the practice protocols, and provider 
education, provider feedback was sought to determine if the knowledge and confidence 
improved. Medical records were reviewed to see if there was improvement in practice and 
documentation with the use of the protocols and education. Analysis of results was shared with 
the key stakeholders at the practice.  
Evidence-Based Initiative 
 The guidelines recommend that primary care providers screen adolescent patients 
annually for behavioral and mental health concerns, substance abuse, sexual risk behaviors, and 
health lifestyle factors, such as exercise and nutrition (American College of Preventive Medicine, 
2010; Committee on Adolescence & Society for Adolescent Health and Medicine, 2014; 
Committee on Practice and Ambulatory Medicine & Bright Futures Periodicity Schedule 
Workgroup, 2017; Elster, 2017; Michigan Quality Improvement Consortium, 2016; National 
Research Council & Institute of Medicine, 2009). Despite these national guidelines, many 
primary care providers do not regularly screen adolescent patients for these risks, and do not 
offer appropriate interventions to their patients with high levels of risk (Committee on 
Adolescence, 2008). The most commonly cited barrier to providing this adolescent preventive 
care is a lack of sufficient time (Darling-Fisher, et al., 2014). 
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 Primary care providers are expected to screen their adolescent patients for risk-taking 
behaviors, further assess positive screening results, and develop a plan to address any identified 
risks. While screening can be done with in-person questioning, a standardized tool is considered 
the best practice for identifying adolescent risk-taking behaviors, as it ensures consistency, 
improves effectiveness, and reduces biases (Elster, 2017; Michigan Quality Improvement 
Consortium, 2016; National Research Council & Institute of Medicine, 2009). The Rapid 
Assessment for Adolescent Preventive Services (RAAPS) screening tool is an effective, 
efficient, valid, and reliable measure of adolescent risk that can be utilized in primary care 
settings (Salerno, Marshall, & Picken, 2012; Yi, Martyn, Salerno, & Darling-Fisher, 2009). 
 Effective interventions for responding to adolescent risk-taking behaviors include 
motivational interviewing, training providers on responding to adolescent risk, and utilizing 
screening or documentation tools (Erickson, Gerstle, & Feldstein, 2005; Hoek et al., 2011; Olson 
et al., 2008; Ozer et al., 2005; Sanci et al., 2015; Sterling, Valkanoff, Hinman, & Weisner, 2012). 
Implementation strategies for practice-changing interventions include considering the context of 
the organization and existing barriers, utilizing evidence-based intervention strategies, and 
assessing implementation (Balasubramanian et al., 2017; Flodgren et al., 2010; Gesthalter et al., 
2017; Gillam & Siriwardena, 2014; Krist et al., 2014; Wolfdensen et al., 2016). Effective 
implementation strategies include audit and feedback, conducting educational meetings, develop 
and distribute educational materials, and promoting adaptability (Powell et al., 2015).  
  Based on the currently available literature, adolescent preventative services are not being 
implemented as recommended at the primary care practice. Evidence-based interventions will 
help to ensure that adolescents are being screened for risk-taking behaviors in a standardized 
manner, and identified risks are evaluated and responded to appropriately by the primary care 
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provider. These interventions include creating standard expectations for adolescent well exams, 
utilizing a standardized screening form, utilizing motivational interviewing to evaluate 
concerning behaviors, and equipping health care providers with the education, knowledge, and 
resources to respond to identified risks (Erickson, Gerstle, & Feldstein, 2005; Hoek et al., 2011; 
Olson et al., 2008; Ozer et al., 2005; Salerno et al., 2012; Sanci et al., 2015). Implementation 
strategies that can be used include audit and feedback, and developing and distributing 
educational materials (Powell et al., 2015). Interventions to improve adolescent risk assessment 
should be based on the current body of evidence, developed with theoretical support, and 
implemented with validated strategies. The Theory of Planned Behavior and the Structure-
Process-Outcome Model can be utilized to guide interventions to improve adolescent risk 
screening.  
Conceptual Models 
The Theory of Planned Behavior 
 The theory of planned behavior was originally developed by Ajzen in 1985 (Ajzen, 
2011). Since that time, it has become one of the most frequently cited and influential models for 
the prediction of human behavior. Multiple meta-analyses support the ability of the theory of 
planned behavior to accurately predict intentions and behavior (Ajzen, 2011). The conceptual 
framework of the theory of planned behavior is included in Appendix A. 
 The theory of planned behavior posits that behavioral achievement can be predicted by 
considering the perceived behavioral control and behavioral intention (Ajzen, 1991). Intention 
considers motivation, or how hard people are willing to try or how much effort they will exert to 
perform the behavior (Ajzen, 1991). Intention is often thought of as immediately preceding 
behavior, but as some behaviors may be out of the control of an individual, perceived behavioral 
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control can also affect the behavioral achievement (Ajzen, 2002). Intention is formed by a 
combination of three considerations: behavioral beliefs, which produce a favorable or 
unfavorable attitude toward the behavior, normative beliefs, or beliefs about the expectations of 
other people or perceived social pressure, and control beliefs, the perceived ease or difficulty of 
performing the behavior (Ajzen, 2002). Perceived behavior control includes self-efficacy, the 
ease of performing a behavior, and controllability, the extent of control one has over the behavior 
(Ajzen, 2002). The attitudes toward the behavior, the subjective norm, and perceived behavioral 
control can all affect each other, and all influence intention. Intention, along with the perceived 
control one has regarding a behavior, affects the likelihood of a behavior being enacted (Ajzen, 
1991). 
 In general, the more favorable the attitude toward a behavior, the stronger the subjective 
norm supports a behavior, and the greater the perceived behavioral control, the stronger an 
individual’s intent to perform a specific behavior will likely be (Ajzen, 1991). The importance of 
the attitude, subjective norms, and perceived behavioral control will likely vary across behaviors 
and situations. Efforts to change behaviors can consider the many different aspects of behavior: 
perceived behavior control, subjective norms, and attitude toward the behavior. Each of these 
aspects may serve as targets for interventions that aim to alter behaviors (Ajzen, 1991).  
 Connecting the theory of planned behavior to practice. This quality improvement 
project aims to change the current behaviors of primary care providers related to adolescent risk-
taking behaviors at the organization. The goal is to improve the screening, evaluation, and 
response to adolescent-risk taking behaviors. According to the theory of planned behavior, the 
ability of the providers to screen, evaluate, and respond to adolescent-risk taking behaviors is 
determined by their intention to perform these behaviors, and their perceived behavior control. 
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The perceived behavior control includes the ease with which the providers engage in these 
behaviors, and the extent of control they feel they have over these behaviors. The providers’ 
intention to screen, evaluate, and respond to adolescent risk-taking behaviors is influenced by 
their perceived behavioral control, their attitudes towards these behaviors, and the subjective 
norms, or the social expectations related to these behaviors.  
 In order to increase screening, evaluation, and response to adolescent risk-taking 
behaviors by the providers at this organization, interventions were focused on improving 
attitudes, subjective norms, and perceived behavioral control related to these behaviors. To 
improve the attitudes of the providers, education was offered to the providers on the importance 
of screening, evaluating, and responding to adolescent risk-taking behaviors, and the positive 
effect that these practices can have on adolescent health. The education was offered through a 
presentation at a provider meeting, and through the development and distribution of practice 
guidelines and resources. Subjective norms were affected by developing and implementing 
practice-wide standards related to adolescent risk-taking behaviors that all providers will be 
expected to follow.  If providers are expected to follow standards related to screening, 
evaluating, and responding to adolescent risk-taking behaviors, these expectations will influence 
their behaviors. Perceived behavior control was affected by making it easier for the providers to 
engage in the desired behaviors through the implementation of protocols, standards, resources, 
and screening forms. If providers have the knowledge and resources they need to screen, 
evaluate, and respond to adolescent risk-taking behaviors, their perceived behavior control will 
increase, resulting in an increase in desired behaviors.  
 The theory of planned behavior helps to increase understanding of providers’ behavior 
related to screening, evaluating, and responding to adolescent risk-taking behaviors, and allows 
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for the development of an intervention plan to target factors preventing desired behavior. When 
the intervention plan was developed, it needed to be implemented in an appropriate manner to 
create practice change and improve outcomes. Donabedian’s structure-process-outcome model 
offers guidance and strategies for implementing the intervention plan in an effective manner to 
improve the quality of health care.  
Donabedian’s Structure-Process-Outcome Model 
 Quality of health care is a complex notion that is very difficult to define (Donabedian, 
1966).  Quality improvement efforts must consider effectiveness to determine if the efforts were 
successful. Quality and effectiveness often reflects the values of the current health care system 
and the larger society, and multiple criterion are often required to effectively measure these 
concepts (Donabedian, 1966). Donabedian, a leader in the field of health care quality, suggests 
that quality improvement efforts address a demonstrable, consequential, legitimate need that can 
be addressed by the right thing, done in the right way, with useful results (Donabedian, 1996).  
According to Donabedian’s model, inferences can be drawn about the quality of health 
care in three main categories: structure, process, and outcomes. Structure includes the attributes 
of the setting in which care is provided, considering material and human resources and 
organizational structure (Donabedian, 1988). Process considers what is done in giving and 
receiving care, including both the providers’ and patients’ activities (Donabedian, 1988). 
Outcome considers the effect of health care on the health status of patients and populations. 
Health status can include both the knowledge and behaviors of patients, as well as satisfaction 
with care (Donabedian, 1988). Donabedian’s structure-process-outcome model believes that 
good structure increases the likelihood of good process, and good process increases the 
likelihood of good outcomes (Donabedian, 1988). Appendix B displays a conceptual depiction of 
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Donabedian’s model. Each of the categories in Donabedian’s model can be used to develop 
effective measures, as well as used to guide improvement in outcomes (Lighter, 2015).  
Connecting the structure-process-outcome model to practice. This quality 
improvement project aimed to improve the outcomes associated with adolescent risk-taking 
behaviors at the organization. Donabedian’s model suggests that to improve outcomes, the 
structure and process related to adolescent risk-taking behaviors must be improved. Structural 
considerations related to adolescent risk-taking behavior include the presence of protocols or 
expectations related to the screening, evaluation, and response to risk-taking behaviors, the 
education and knowledge of the providers at the organization, and the infrastructure and 
technology supporting the providers in these behaviors. Process considerations related to 
adolescent risk-taking behavior include the screening for adolescent risk-taking behaviors, how 
providers respond to adolescents with identified risk-taking behaviors, and what resources are 
required by the providers and the patients. Outcome considerations include the morbidity and 
mortality of adolescent patients, satisfaction of both the adolescent patients and their parents, and 
the frequency of risk-taking behaviors among adolescent patients.  
In this quality improvement project, the desired outcome was to decrease risk-taking 
behaviors among adolescent patients to decrease morbidity and mortality and improve quality of 
life. Short-term outcomes related to this long-term goal were measured due to the brief length of 
the project, including assessing the proportion of patients who are screened for risk-taking 
behaviors, and comparing the comfort and knowledge of providers related to adolescent risk-
taking behaviors. The likelihood of these outcomes were increased by improving processes and 
structures related to adolescent risk-taking assessment, evaluation, and response. This project 
achieved these goals through the development of practice protocols for the organization related 
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to adolescent risks-taking behaviors, and educating and equipping the providers to screen, 
evaluate, and respond to identified risk-taking behaviors. 
Need and Feasibility Assessment of the Organization 
 This quality improvement project took place at a primary care practice in western 
Michigan that is part of a larger health care network. This practice has seven family medicine 
physicians, two pediatricians, two physician assistants, one family nurse practitioner, and one 
pediatric nurse practitioner that provide health care services to the patients at the practice. There 
are over 800 adolescent patients that have a primary care provider at this practice and receive 
preventive health care at this organization. 
 There is a need for improvement in adolescent preventive health care at this organization. 
While there are standards in place for preventive care for adult patients, there were not practice-
wide standards for adolescent patients. The pediatric and family medicine providers do not 
consistently follow the same standards for the same types of patients. The level of screening, 
evaluation, and response to adolescent risk-taking behaviors is highly variable among providers. 
Several of the providers have identified this area as a need for the practice, and they requested 
that the DNP student implement a quality improvement project in this area. A random chart 
review of ten adolescent patients seen by a pediatric primary care provider and ten adolescent 
patients seen by a family medicine provider revealed that ten of the twenty patients were not 
screened for substance use, and eleven of the twenty patients were not screened for sexual risk 
factors. Of the ten patients not screened for substance abuse, four were seen by a pediatric 
provider and six were seen by a family medicine provider. Of the eleven patients not screened 
for sexual risk factors, five were seen by a pediatric provider, and six were seen by a family 
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medicine provider. Adolescent risk screening is an area in need of improvement at this primary 
care practice. 
 Key stakeholders play an important role in the successful implementation of change. In 
this project, key stakeholders include the practice manager, the family medicine and pediatric 
providers, the support staff (registered nurses, licensed practical nurses, and medical assistants), 
the adolescent patients and families, and the DNP student. The providers play a key role in the 
care of adolescent patients, as they are ultimately responsible for ensuring that the appropriate 
screening topics are covered, they further evaluate any identified risks, and they create a 
treatment plan or follow-up plan for risk-taking behaviors when necessary. The providers, the 
practice manager, and the staff verbalized support for this quality improvement project.  
SWOT Analysis 
 A SWOT (strengths, weaknesses, opportunities, and threats) analysis can be used to 
determine the feasibility of implementing interventions, and to identify and anticipate potential 
barriers or threats. A summary of the SWOT analysis for this organization related to improving 
adolescent risk screening is found in Appendix C. Efforts to improve adolescent risk assessment 
at this primary care practice are well-supported both within the organization and by external 
opportunities. The mission, vision, and values of the organization support the importance of 
providing preventive, person-centered, expertly-provided primary health care.  The vision of the 
practice is to provide high quality health care that is comprehensive, coordinated, accessible, and 
personalized. The culture of the practice and the motivation of the providers leads to the 
providers frequently seeking new knowledge, practices, or guidelines to better serve their 
patients. Within the larger health care network, the practice was formerly designated as a “model 
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cell,” indicating that it acted as a pilot site for new ideas and new practices. The providers and 
staff are used to new practices and quality improvement initiatives.  
 External opportunities related to improving the screening, evaluation, and response to 
adolescent risks-taking behaviors include the increasing awareness of the problem of adolescent 
risk-taking behavior among many organizations. Organization such as the U.S. Office of Disease 
Prevention and Health Promotion, the American Academy of Pediatrics, Center for Disease 
Control and Prevention, American Medical Association, and the Institute of Medicine all call for 
primary care providers to screen for risk-taking behaviors and intervene appropriately to reduce 
adolescent morbidity and mortality (Center for Disease Control and Prevention, 2017; 
Committee on Practice and Ambulatory Medicine & Bright Futures Periodicity Schedule 
Workgroup, 2017; Elster & Kuznets, 1994; HealthyPeople.gov, 2017; National Research Council 
& Institute of Medicine, 2009). The larger health care system that this practice is part of has done 
little in the past specifically for the quality of adolescent preventive care. This initiative can help 
to advance this concern within the organization. In addition, this is an opportunity to improve the 
quality of care to better meet the system’s standards and promises to their patients 
 Considering the weaknesses and threats facing the organization can guide implementation 
efforts. The organization has limited funds for implementing new practices. The lack of practice-
wide standards and lack of knowledge and comfort related to adolescent patients with some of 
the providers can also function as barriers. The lead physician recently took a new position 
within the larger health care organization, and the transition created additional uncertainty and 
stress during the time of the project implementation. The organization is facing threats related to 
decreasing insurance reimbursements and uncertainty related to federal health care funding 
(Hackman, 2017). The three main health care systems in western Michigan face a significant 
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amount of competition to retain patients and provide excellent care with the lowest cost. The 
organization is part of a larger health care system, and the current changes and challenges faced 
by the larger system, such as the implementation of a new telehealth system, may affect the 
implementation of smaller proposed changes.  
 There is a need for this quality improvement project at this practice to align their 
practices with the national guidelines and recommendations related to adolescent preventive 
care. This project is feasible for the organization; it has support from key stakeholders, and it fits 
well with the practice’s vision, values, and culture. The challenges and anticipated barriers, 
including the limited funding for new projects, the lack of standards and knowledge related to 
adolescent preventive care among providers, the local competition between health care systems, 
and the federal uncertainty related to health care funding, must be acknowledged and accounted 
for in the intervention plan.  
Project Plan 
 This quality improvement project was implemented at the organization to improve the 
screening, evaluation, and response to adolescent risk-taking behaviors by primary care 
providers. The following sections of the paper will detail many different aspects of the project 
and the plan for implementation. Activities included in this project included assessing the initial 
status of adolescent preventive care at the organization, implementing standardized protocols and 
provider education related to adolescent risk-taking behaviors, and then analyzing changes in 
provider feedback and documentation in medical records. The standardized protocols and 
provider education that were developed and distributed during the implementation are included 
in Appendix D.  
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a. Purpose of the Project with Objectives  
The purpose of this project was to improve the screening, evaluation, and 
response to adolescent risk-taking behaviors by the primary care providers at this 
organization. This was identified as a need for the organization, as there were no practice-
wide standards related to adolescent preventive care, and several providers requested 
assistance in improving their practice in this area.  
There were three main phases of this project. In the first step, the DNP student 
gained a deeper understanding of the current practices related to adolescent risk-taking 
through a provider survey and chart review. Adolescent risk-taking has not been 
considered at this organization in the past, so this information helped to direct 
intervention development. For the second phase, the DNP student created protocols and 
resources to share with providers, with recommendations for risk-taking behaviors that 
providers should screen for with their adolescent patients, and evidence-based 
recommendations for responding to identified risks. For the third phase, one month after 
the protocols and resources were shared with the providers, a follow-up survey was sent 
to the providers and a chart review was undertaken of all adolescent well-exams in the 
month after the implementation. The goal was to determine if the protocols, resources, 
and education had any effect on the providers’ comfort, knowledge, and practices related 
to adolescent risk-taking behaviors.  
Accordingly, this project was designed to meet three objectives: 1) Describe the 
current practices at the organization related to adolescent risk-taking behaviors with the 
use of a provider survey and chart review to identify where the delivered care does not 
meet national guidelines by January 15, 2018. 2) Develop and implement standardized 
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practice protocols for the providers at the organization related to the screening, 
evaluation, and response to adolescent risk-taking behaviors. Present these protocols and 
educational resources at the organization’s provider meeting on January 9, 2018. 3) 
Analyze the impact of the practice protocols and provider education on the comfort and 
knowledge of the providers, and the care provided to adolescent patients, with data 
gathered from a post-intervention provider survey and chart review. The project was 
considered completed after all the objectives were met and results were shared with the 
appropriate stakeholders. 
b. Type of Project 
This project is a quality improvement project. Quality improvement projects aim 
to improve the process of care delivery through the implementation of change that is 
consistent with the best available evidence. These projects also can involve the 
implementation of care processes that are evidence or consensus based. Quality 
improvement projects aim to help organizations follow best-practice standards and 
improve their outcomes related to care (Mercy Health Institutional Review Board, 2017). 
Because this project aimed to improve the screening, evaluation, and response to 
adolescent risk-taking behaviors through the implementation of evidence and consensus-
based protocols, it is considered a quality improvement project.  
c. Setting and Needed Resources 
This quality improvement project took place at the previously described 
organization, a primary care practice in western Michigan that is part of a larger 
healthcare network. The resources that were needed to complete this project include the 
time of the DNP student, the time of the providers to complete surveys and for the 
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education on the protocols related to adolescent preventive care, and the costs of printing 
the protocols and education for each of the 14 providers at this practice. Additionally, 
statistical expertise was needed to analyze and compare the data obtained before and after 
the implementation. The team involved with the project was led by the DNP student and 
included a DNP-prepared pediatric nurse practitioner from the organization, a DNP-
prepared pediatric nurse practitioner that is an expert in adolescent preventive care, and 
two doctorally-prepared nurses with expertise in quality improvement. The statistical 
consulting center at Grand Valley State University assisted with the plan for data 
collection, and the data analysis after implementation.  
d. Design for the Evidence-based Initiative 
A pre-implementation survey was sent to providers to identify specific gaps in 
care and knowledge related to adolescent risk-taking behaviors at the practice. With 
knowledge of the specific gaps in care and knowledge related to adolescent preventive 
care, the DNP student created evidence-based practice protocols and education for the 
providers to utilize with their adolescent well-exams. These protocols contained 
standardized recommendations for screening, evaluation, and treatment or referrals for 
the three of the most common risk-taking behaviors with adolescent patients (mental 
health concerns, substance abuse, unsafe sexual practices). 
Before implementing the practice protocols and education, the DNP student 
identified the five most recent adolescent well-exams for each provider and reviewed the 
medical records to determine the level of screening, evaluation, and response to 
adolescent risk-taking behaviors. The proportion of visits that met the recommended 
guidelines were calculated for each provider.  
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 The practice protocols and education related to adolescent risk screening 
(Appendix D) were presented to the providers at their monthly provider meeting on 
January 9, 2018. The DNP student provided the information to any providers that were 
unable to be at the meeting within the week of the meeting.  
One month after the providers’ meeting, a repeat survey was sent to providers to 
assess for changes in their comfort and knowledge related to adolescent risk-taking 
behaviors. All the adolescent well exams that occurred in the month after the 
implementation of the practice protocols were identified through a report from the EHR. 
Each chart was reviewed to identify what screening for risk-taking behaviors occurred, 
how the provider evaluated the behavior, and how the provider responded to the 
behaviors. The proportion of visits that met the recommended guidelines were calculated 
for each provider and compared to the results from before the implementation of the 
adolescent algorithms. The results of these comparison analyses were shared with the 
organization to demonstrate the effect of the standardized protocols and education. 
e. Participants 
The participants involved with this quality improvement include the providers, 
support staff, and management at the practice, the DNP student, and members of the DNP 
student’s committee.  While the adolescent patients were not directly involved with the 
quality improvement project, information from their medical records was analyzed to 
detect changes in the providers’ practices. Because the quality improvement project 
involved all the providers, and the medical records of either the most recent adolescent 
preventive exams, or all the adolescent preventive exams that took place after 
implementation, no sampling strategies or plans were necessary.  
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f. Measurement: Sources of Data and Tools 
The information collected for analysis came from provider surveys and from 
medical record reviews. The providers were sent an electronic survey before and one 
month after the implementation of the practice protocols and education related to 
adolescent risk-taking behavior. The questions that were sent to the providers before and 
after implementation are included in Appendix E.  
In addition, medical records were reviewed to gain additional data related to the 
activities of the providers related to the screening, evaluation, and response to adolescent 
risk-taking behaviors, both before and after implementation. To select the medical 
records before the implementation, the charts of the five most recent adolescent well 
exams for each provider were included. After the implementation, all the adolescent well 
exams in the month after evaluation were included and reviewed. The data that was 
collected from each chart review is detailed in Appendix F  
g. Steps for Implementation of Project, Including Timeline 
The timeline of the project is described in Figure 1. The pre-implementation 
provider survey responses that assisted in identifying the barriers to care were collected 
prior to the project implementation as part of the organization assessment. The steps of 
the intervention were as follows: 
1. The DNP student created evidence-based practice protocols and education for 
providers to utilize with their adolescent well-exams. These protocols contained 
standardized recommendations for screening, evaluation, and treatment or referrals for 
the three of the most common risk-taking behaviors (mental health concerns, substance 
abuse, unsafe sexual practices).  
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2. The DNP student identified the five most recent adolescent well exams for each 
provider through a report from the EHR. Each chart was reviewed to identify what 
screening for risk-taking behaviors occurred, how the provider evaluated the behavior, 
and how the provider responded to the behaviors. The proportion of visits that met the 
recommended guidelines was calculated for each provider.  
3. The practice protocols and education related to adolescent risk screening 
(Appendix D) was presented to the providers at their monthly provider meeting. The 
student provided the information from the presentation to any providers not present at the 
meeting within one week of the meeting.  
4. One month after sharing the practice protocols and education, a repeat survey was 
sent to providers to assess for any change in their comfort and competence related to 
adolescent risk-taking behaviors.  
5. All the adolescent well exams that occurred in the month after the implementation 
of the practice protocols were identified through a report from the EHR. Each chart was 
reviewed to identify what screening for risk-taking behaviors occurred, how the provider 
evaluated the behavior, and how the provider responded to the behaviors. The percentage 
of visits that met the recommended guidelines was calculated for each provider and 
compared to the results from before the implementation of the adolescent protocols.  
6. The de-identified results of the surveys and chart reviews were shared in a report 
with the organization to demonstrate the effect of the protocols and education. No 
information that identifies or links the results to individual providers was shared publicly, 
at the practice, in reports, or in any other manner.  
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7. The de-identified results of the project were submitted to GVSU ScholarWorks 
after the public defense of the results, and the results were also publicly shared through 
conference presentations. 
 
Figure 1. Timeline of the implementation and analysis of the project 
h. Project Evaluation Plan 
As previous stated, there were three objectives for this quality improvement 
project: 1) Describe the current practices at the organization related to adolescent risk-
taking behaviors with the use of a provider survey and chart review to identify where the 
delivered care does not meet national guidelines. 2) Develop and implement standardized 
practice protocols for the providers at the organization related to the screening, 
evaluation, and response to adolescent risk-taking behaviors. Present these protocols and 
educational resources at the organization’s provider meeting on January 9, 2018. 3) 
Analyze the impact of the practice protocols and provider education on the comfort and 
knowledge of the providers, and the care provided to adolescent patients, with data 
gathered from a post-intervention provider survey and chart review.  
 The data needed to achieve the first objective includes feedback from the initial 
provider survey, and information gathered from chart reviews before the implementation 
Start: Finish the pre-
implementation chart 
review
Week 1: Present 
protocols and 
resources at the 
Provider Meeting
Weeks 6-8: Obtain 
post-implementation 
data through surveys 
and chart reviews
Weeks 9-12: Analyze 
the results of the data 
collected before and 
after implementation
Week 15: Present 
findings to the 
practice manager and 
DNP committee
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of the practice protocols and education. This data was collected through chart reviews 
completed by the DNP student, and through online surveys completed by the providers. 
Analysis at this stage of the project includes determining the proportion of chart reviews 
for the pediatric providers and family medicine providers that follow the recommended 
guidelines and identifying existing gaps in care or knowledge at the organization. This 
objective was met when the DNP student summarized the data collected before the 
implementation of the intervention to describe the current state of practice. 
 To achieve the second objective, the DNP student developed the practice 
protocols and education for the providers at the organization, and publicly presented this 
information at the monthly provider meeting. This happened at the provider meeting on 
January 9, 2018. Information gathered included the number of providers attending the 
meeting, the level of investment/involvement in the topic displayed by the providers, and 
the questions or comments received after the meeting. If providers were not able to attend 
the meeting, the DNP student delivered the material to them as soon as possible after the 
meeting. This objective was considered met when all the providers at the practice 
received a copy of the practice protocols and education related to adolescent risk-taking 
assessment. 
 To meet the third objective, one month after the implementation of the practice 
protocols, a follow-up survey was sent to the providers to determine whether there had 
been any changes in their comfort and knowledge related to adolescent risk-taking 
behaviors (see Appendix E). The results of the follow-up survey were compared with the 
results of the initial survey and analyzed to determine if there were any significant 
changes.  
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Additionally, all the adolescent well exams that occurred in the month after the 
implementation were identified. The charts were reviewed to obtain the same information 
as prior to the implementation. The proportion of visits that met the recommendations for 
each category were calculated for each group of patients, pre and post-implementation, 
and analyzed with the Mann-Whitney U test. The proportion of visits that followed the 
recommended guidelines were also calculated for each provider.  By calculating 
proportions, comparison was still feasible even if providers did not have five adolescent 
well exams in the month after implementation. These proportions were compared to the 
proportions calculated prior to the intervention and the comparison were analyzed with 
the repeated sample sign test to determine if there were any significant changes in the 
proportion of adolescent well exams that follow the recommended guidelines. The data 
for the third objective was collected by the DNP student, and the comparisons were 
analyzed with assistance from the Statistical Consulting Center at Grand Valley State 
University. The third objective was met when these analyses are completed and shared 
with both the organization’s practice manager, and the public at the DNP project defense 
at Grand Valley State University.  
i. Ethics and Human Subjects Protection 
To ensure adequate protection of the individuals involved with this quality 
improvement project, approval was obtained from the Human Research Review 
Committee (HRRC) at Grand Valley State University. In addition, institutional review 
board approval was obtained from the organization as well. No ethical risks by this 
project were identified by either organization. Pediatric patients are a vulnerable 
population. This project protects the rights of the adolescent patients by protecting patient 
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information, and by helping to ensure to patients with identified risks will be 
appropriately responded to. Both Grand Valley State University and the organization 
determined that this project is a quality improvement initiative. As a clinical quality 
improvement initiative, the project was not formally supervised according to the policies 
of the organization’s Institutional Review Board and Grand Valley State University’s 
HRRC.  Copies of the Institutional Review Board approval from both the organization 
and the university are included in Appendix G. 
j. Budget 
The budget for this quality improvement project can be found in Appendix H. The 
DNP student and team members have donated their time for this project. The DNP 
student has also donated the use of her personal computer for this quality improvement 
project. The organization has donated the use of the conference room for the presentation 
of the practice protocols and education for the providers. In addition, the organization and 
the providers have agreed to donate the time that they spend filling out surveys and the 
time at the provider meeting towards this quality improvement project. Consultations 
from Possibilities for Change and the Statistical Consulting Center were also donated 
towards the project costs. The material costs of this project are estimated to be $98, 
covering the cost of a folder with the printed protocols and education for each provider. 
The DNP student received a grant from the Office of Graduate Studies at Grand Valley 
State University to cover the costs of the printed protocols and education for each 
provider. Additional available funds were used to cover the costs of additional 
educational materials for the providers. A total of $330 was spent on this quality 
improvement project.  
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Stakeholder Support  
 The organization has invited the DNP student to facilitate a quality improvement related 
to adolescent risk-taking behaviors at this site. The practice manager, the providers and care team 
members have committed to participation and support of this project. A letter indicating 
stakeholder and organizational support is included in Appendix I. 
Project Results 
Objective One 
The first objective of this quality improvement project was to describe the current 
practices at the organization related to adolescent risk-taking behaviors with the use of a provider 
survey and chart review to identify where the delivered care does not meet national guidelines by 
January 15, 2018. By identifying the current concerns at the practice related to adolescent risk-
taking behaviors, the intervention can be tailored to meet the current needs.  
Provider survey results. The survey that was sent to the 14 providers of the organization 
by December 1, 2017 is found in Appendix E. Completed surveys were obtained from eight of 
the providers, a response rate of 57%. The most frequently cited barrier to screening, evaluating 
and responding to adolescent risk-taking behaviors by the providers were the lack of time (eight 
providers) and lack of knowledge (four providers). The providers were asked to rate their 
response on a Likert scale, where nine indicates strong agreement, and zero indicates strong 
disagreement. 
 Table 1  
Average responses to pre-implementation provider survey 
Question 1: Know 2: Screen 3: Sexual 
Activity 
4: Use of 
Substances 
5: Mental 
Health 
6: 
Evaluate 
7: Treat 
Average 
Response 
4.875 5.5 6.25 6.5 6.75 5.875 6.25 
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Table 1 displays the average responses received on the pre-implementation provider 
survey. The average score to the first question, assessing the knowledge of the providers related 
to the risk-taking behaviors that should be screened for at adolescent well exams, reflected a 
need for increased knowledge in this area among the providers. The second question, which 
asked for the providers’ self-report of how frequently they screen for adolescent risk-taking 
behaviors with all adolescent well-exams, indicated that that the practices of the providers do not 
consistently meet the national guidelines related to adolescent risk-taking behaviors screening. 
Questions three, four, and five examine the practices of the providers related to three separate 
areas of risk-taking screening. These results indicate that the providers at this practice are more 
comfortable and confident in screening for mental health concerns, but they are less confident 
and comfortable with screening for sexual risk-taking behaviors and substance use. Questions 
seven and eight assessed the knowledge of providers with evaluating and responding to 
identified risks. The providers are more confident in responding to identified risks than 
evaluating identified concerns.  
The results of the survey results obtained prior to implementation of this quality 
improvement project indicated that the providers at this practice did not consistently follow the 
national guidelines for adolescent risk-taking behavior screenings at their adolescent well-exams. 
There is a gap in knowledge that prevents the providers from following guidelines. Providers 
also feel that their practice is significantly impacted by time pressures; the lack of time prevents 
them from screening their adolescent patients for all risk-taking behaviors.  
Chart review results. To gain insight into the practice and documentation of the 
providers at this practice, the charts of the five most recent adolescent well-exams for each 
provider were reviewed, starting on December 14, 2017. The information obtained and 
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considered from each chart review is shown in Appendix F. Seventy charts of adolescent patients 
at this practice were reviewed for this objective.  
 
Figure 2: Pre-implementation medical history 
Demographic and background information obtained from the charts include age, gender, 
insurance, medical history, and time between last well-exam and the currently reviewed 
encounter. The average age of the patients was 15.4 years, with a range from 13-18 years. Thirty-
five patients were male, and 35 patients were female. Most of the patients had some form of 
insurance coverage (97%). Fourteen of the 70 patients had no previous medical history. As 
displayed in Figure 2, the most frequent medical problems included acne (16 out of 70 patients), 
ADHD (12 out of 70 patients), allergies (10 out of 70 patients), and depression (nine out of 70 
patients). The chart review data also considered the time that had passed since the last well-exam 
and the current visit being analyzed, as displayed in Figure 3. Ten of the 70 patients were new 
patients and hadn’t been seen at this practice before. One patient had a well-exam within 11 
months, 38 patients had a well-exam between 12-16 months before the currently examined 
encounter, three patients had a well-exam within 17-21 months, and for two patients, their last 
well-exam was over 22 months before the currently examined encounter. Sixteen of the 70 
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patients hadn’t had a well-exam documented in the current electronic health record in use at the 
practice, which was adapted in February 2016.  
 
Figure 3: Time since last well-exam 
The chart reviews examined what screening for adolescent risk-taking behaviors occurred 
at the well-exam. Of the 70 well-child encounters reviewed, 60 visits (85.7%) included screening 
for any form of substance abuse. This most frequently included screening for alcohol or tobacco 
use. Forty-three of the 70 adolescent patients (61.4%) were screened for sexual risk factors 
during their well-visit exam. Sixty-seven of the 70 adolescent patients (95.7%) were screened for 
some form of mental health or behavioral health disorders. This was frequently achieved with the 
Patient Health Questionnaire (PHQ) screening tool. A review of the documentation through chart 
reviews shows that many adolescent patients are not being screened for the recommended risk-
taking behaviors, especially substance use or sexual risk factors. Figure 4 displays the percentage 
of adolescent well-exams that followed the recommended guidelines for screening for various 
risk-taking behaviors, evaluating risk-taking behaviors, and then appropriately addressing any 
identified risks in the treatment plan.  
When risk-taking behaviors were identified through the limited screening in the chart 
reviews, three patients with identified risks did not have the risks further evaluated by the 
providers. Sixty-seven patients (95.7%) either did not have any risks identified, or identified 
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risks were appropriately evaluated by the provider. Two patients had identified risks that were 
not addressed in the treatment plan according to evidence-based guidelines (see Appendix D). 
Sixty-eight patients (97.1%) either did not have any risks identified, or identified risks were 
appropriately addressed in the treatment plan. If risks are identified, they are usually 
appropriately addressed by the providers. 
 
Figure 4: Percentage of patients receiving appropriate care. 
The guidelines recommend that primary care providers screen adolescent patients 
annually for behavioral and mental health concerns, substance abuse, and sexual risk behaviors, 
(American College of Preventive Medicine, 2010; Committee on Adolescence & Society for 
Adolescent Health and Medicine, 2014; Committee on Practice and Ambulatory Medicine & 
Bright Futures Periodicity Schedule Workgroup, 2017; Elster, 2017; Michigan Quality 
Improvement Consortium, 2016; National Research Council & Institute of Medicine, 2009). 
After screening for these risk-taking behaviors, providers should further evaluate any identified 
risks, and address them in the treatment plan with evidence-based guidelines. When one analyzes 
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the documentation for each of the 14 providers present at the practice in December 2017, only 
three providers (21.4%) followed these guidelines for all their five adolescent well-exams.  
Analysis. The results of the provider surveys and the chart reviews show that in 2017, the 
providers at this practice did not consistently follow the national guidelines for adolescent risk-
taking behavior screening, evaluating, and response. While the adolescents were being regularly 
screened for mental health concerns, they were not consistently receiving screening for substance 
abuse or sexual risk factors. Chart reviews were completed for five adolescent patients from each 
provider; only three of the 14 providers screened all five of their patients for sexual risk factors, 
substance use, and mental health concerns, further evaluated any identified risks, and addressed 
any identified risks in their treatment plans. Providers’ self-reporting on their practices through 
survey results also reflect that providers do not consistently follow national guidelines related to 
adolescent risk-taking behaviors. Lack of time and lack of knowledge are significant barriers that 
prevent the providers from following national guidelines and recommendations for their 
adolescent well-exams. The first objective was met with this description and analysis of the 
current practices at this primary care practice related to adolescent risk-taking behavior 
screening, evaluation, and response, and the identification of potential areas that would be 
amenable to interventions for improvement. 
Objective Two  
The second objective for this quality improvement project was to develop and implement 
standardized practice protocols for the providers at the organization related to the screening, 
evaluation, and response to adolescent risk-taking behaviors. These protocols and educational 
resources were presented at the organization’s provider meeting on January 9, 2018. 
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Content. The material that was distributed to the providers as part of this quality 
improvement project is included in Appendix D. This provider packet includes background 
information on adolescent risk-taking behaviors, a summary of the national guidelines for 
screening, information on how to best screen for these risks, confidentiality, motivational 
interviewing, and information on evaluating and responding to sexual risk behaviors, substance 
use, and mental health concerns, including anxiety, depression, suicidal ideation, and eating 
disorders. The content on evaluating and responding to risk-taking behaviors was condensed into 
evidence-based pathways to make it easier for providers to easily find the information they need 
while they are in the middle of a busy day. Information on local or internet resources that might 
be beneficial to providers addressing adolescent risk-taking behaviors with their patients was 
also included in the provider packet.  With the Presidential Research Grant funding from Grand 
Valley State University, each provider was also given a copy of Teen Speak by Dr. Jennifer 
Salerno, a book that details normal adolescent development and how to utilize motivational 
interviewing successfully to address adolescent risk-taking behaviors.  
Presentation. At the provider meeting on January 9, 2018, the DNP student shared the 
above resources with the providers, and gave a brief presentation, sharing some of the content 
included in the resources. The objectives of the presentation were to: 1) Review the importance 
of screening for adolescent risk-taking behaviors, 2) Review current recommendations and 
research related to adolescent risk-taking behaviors in primary care, 3) Present a standardized 
screening tool that can be used to increase the efficiency of screening with adolescent well-
exams, and 4) Present resources to increase the knowledge of evaluation and response to various 
risk-taking behaviors. The presentation gave an overview of the provided resources and 
addressed the four listed objectives with the given time of 15 minutes. 
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On January 9, 2018, there were 13 providers currently employed by the practice. Ten of 
the providers were at the meeting in person (76.9%), one provider was present by conference call 
(7.7%), and two providers were not present at the meeting (15.4%). The providers who were not 
present were given the resources, a copy of the PowerPoint from the presentation, and a letter 
from the DNP student explaining the quality improvement project within a week from the 
meeting. In addition to the providers, the practice manager and the clinical supervisor were also 
present at the meeting and heard the presentation.  
Feedback. At the end of the presentation, there were a few minutes for questions and 
comments from the providers present. The DNP student also heard additional feedback from the 
providers in the following days after the presentation. 
One provider stated he felt like he’s being asked to do more and more for his patients 
during the same limited amount of time for an appointment, and he can’t do it all. Two other 
providers spoke up in response to his comment, highlighting the importance of better meeting the 
health care needs of this vulnerable population, and reinforcing the need for continued critical 
thinking when determining which screenings or examinations are done in each appointment. 
Another provider brought up the point that motivational interviewing requires a lot of time, 
effort, and continual monitoring to do it well. While a presentation and book to read can help 
providers to be more knowledgeable about motivational interviewing, much more is needed to do 
it successfully. The DNP student and several other providers agreed with this feedback. 
Many of the providers present at the meeting had very positive feedback and comments. 
One provider remarked after looking through the packet, “You’ve done all our homework for 
us!” Several providers remarked that they thought the provider packet was an excellent set of 
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resources, that they were very excited and thankful for the packet, and that the concise nature of 
the pathways seemed that it would be very useful for their practice.  
After the meeting, the practice manager expressed appreciation of the DNP student’s 
efforts and requested a copy of the provider packet for her own records as well. Many of the 
providers were open and supportive to implementing and utilizing a standardized screening tool 
for adolescent risk-taking behaviors, such as the Rapid Assessment for Adolescent Preventive 
Services (Yi et al., 2009). While the practice was not able to commit any financial resources 
towards the implementation of RAAPS at this time, the manager requested that the DNP student 
begin moving forward with the implementation of RAAPS at the practice.  
Analysis. The second objective was successfully met with the development of resources 
and education for providers related to adolescent risk-taking behaviors, and the presentation of 
these resources and education to the providers at this practice. The resources and education were 
developed to help reduce the key barriers that providers face to screening, evaluating, and 
responding to adolescent risk-taking behaviors, the lack of time and lack of knowledge. The 
implementation of the RAAPS screening tool would also work to address the lack of time 
providers face daily. The content was well received by the providers at the practice during the 
meeting on January 9, 2018. Objective three will examine the success of this intervention at 
improving the practice and knowledge of the providers.  
Objective Three 
The goal of the third objective was to analyze the impact of the intervention on the care 
provided to adolescent patients and the providers’ knowledge and comfort through the results of 
a follow-up chart review and provider survey. This impact was determined by conducting chart 
reviews on all adolescent well exams that occurred between January 9 and February 9, 2018, and 
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by gathering repeat provider surveys after February 9, 2018, and comparing the results with the 
data collected before the implementation.  
Post-Implementation Provider Survey. On February 9, a follow-up electronic survey 
was sent to the thirteen providers at the organization. Most of the questions were the same as the 
original provider survey (see Appendix E). In addition, the providers were asked to rank the 
barriers that they face to screening, evaluating, and treating adolescent risk-taking behaviors, and 
they were asked an evaluation question on the presentation and resources shared by the DNP 
student. Four surveys were completed by the providers in the three weeks after the survey was 
distributed.
  
Figure 5: Post-implementation survey average scores 
The questions that were included in the post-implementation provider survey are listed in 
Appendix E. The questions were answered on a Likert scale from zero (strongly disagree) to nine 
(strongly agree). The average responses for the four providers were calculated for each question 
and displayed in Figure 5. The average score to the first question, which assessed the self-
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reported knowledge of the providers related to the risk-taking behaviors that should be screened 
for at adolescent well exams, was 7.25. The second question asked for the providers’ self-report 
of how frequently they screen for adolescent risk-taking behaviors with all adolescent well-
exams. The average score among the four responding providers was 6. Questions three, four, and 
five examine the practices of the providers related to three separate areas of risk-taking 
screening. The average score for sexual risk factor screening was 6.75, the average score for 
substance use screening was 7.25, and the average score for mental/behavioral health screening 
was 7.75. Questions six and seven assessed the knowledge of providers with evaluating and 
responding to identified risks. The average score for evaluating identified risks was 6.75, and the 
average score for responding to identified risks was 6.5. Three of the providers strongly agreed 
that the resources and education presented by the DNP student were beneficial to their practice, 
and the other provider also agreed with the statement. Three of the providers continued to rank 
lack of time as the most significant barrier they face to the screening, evaluation, and treatment 
of adolescent risk-taking behaviors. The other provider listed lack of knowledge as the most 
significant barrier to their practice.  
Comparison of Pre and Post-Implementation Provider Surveys. The average 
responses to the post-implementation provider surveys were compared to the average responses 
to the pre-implementation provider surveys to determine if changes had occurred after the 
education and resources shared at the provider meeting by the DNP student. The questions 
compared in Table 2 were asked in the same manner in the surveys before and after the 
implementation. The full survey questions can be found in Appendix E. There were eight survey 
results that were averaged for the pre-implementation responses, and four survey results that 
were averaged for the post-implementation responses. 
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Table 2 
Comparison of Pre and Post-Implementation Provider Survey Results 
 
Question 
1: 
Knowledge 
Question 
2: 
Screening 
Question 
3: 
Substances 
Question 
4: 
Sexual 
Question 
5: 
Mental 
Health 
Question 
6: 
Evaluate 
Question 
7: 
Treatment 
Group        
Pre-
survey 
Averages 
4.875 5.5 6.5 6.25 6.75 5.875 6.25 
Post-
survey 
Averages 
7.25 6 7.25 6.75 7.75 6.75 6.5 
Percent 
Increase 
48.7% 8.3% 10.3% 7.4% 12.9% 13% 3.8% 
Note: The exact wording for each question can be found in Appendix E. The answers were scored with nine 
representing strong agreement and zero representing strong disagreement.  
 
 
Although the limited number of survey results after the intervention prevents the use of 
advanced statistical analysis to determine if the change in average answers was significant, the 
comparison in Table 2 shows that changes occurred.  The largest change in the average answers 
was seen in response to the first question, where providers reported on their knowledge of the 
adolescent risk-taking behaviors that should be screened for (see Figure 6). The average response 
to this question increased 2.375 points, or 48%, after the implementation of the education and 
resources.  This represents a medium effect on the improvement in knowledge. The increase in 
the responses to this question shows that the intervention was effective at increasing providers’ 
knowledge of adolescent risk-taking behaviors that should be screened for on an annual basis. 
Although an increase was seen in all the other questions on the survey as depicted in 
Figure 6 and Table 2, due the negligible increases in answers and the small number of surveys 
received, it is difficult to determine the significance of these increases.  While the increases 
could further reflect beneficial change in providers’ knowledge and practices, the changes could 
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also be normal variance due to the smaller number of survey responses received.  The 
comparison of the pre and post-implementation provider survey shows a moderate increase in the 
providers’ knowledge of recommendations for risk-taking behavior screening. The comparison 
of the pre-implementation and post-implementation chart reviews will further illuminate the 
changes that resulted from the intervention. 
 
Figure 6: Comparison of the average scores on the pre and post-implementation survey. The 
questions included on the surveys are found in Appendix E.  
Post-Implementation Chart Review. All the adolescent well-exams that occurred at the 
practice from January 10 to February 9, 2018 were included in the post-implementation chart 
review.  A total of 26 medical records were included in this analysis. All the 13 providers who 
were at the practice during this period had at least one adolescent well-exam during this time. 
The information listed in Appendix F was gathered from each medical record.  
The demographic information collected from these chart reviews include the patient age, 
gender, insurance, previous medical diagnoses, and time between the current well-exam and the 
previous well-exam. The average age of these 26 patients was 14.9 years. Ten of the patients 
were female, and 16 were male. All the patients had some form of medical insurance coverage.  
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The most common medical diagnoses included ADHD (nine of 26 patients), asthma (six of 26 
patients), allergies (five of 26 patients), and no previous medical history (five of 26 patients). Of 
the 26 patients, the most recent well-exam before the examined visit was six to eleven months 
ago for three patients, 12-16 months ago for 13 patients, 17-21 months for four patients, and over 
22 months for four patients. Two patients were new to the practice and had not had a previously 
documented well-exam at this practice. Table 3 compares key information gathered from the pre-
implementation and post-implementation chart reviews. 
Table 3 
Comparison of Chart Review Data 
 Pre-implementation (n=70) Post-implementation (n=26) 
Average age 15.4 years 14.9 
Gender 35 male (50%) 16 male (61.5%) 
Insurance? 97% 100% 
Screening for substance use 60 visits (85.7%) 25 visits (96.1%) 
Screening for sexual activity 43 visits (61.4%) 20 visits (76.9%) 
Screening for mental health 67 visits (95.7%) 26 visits (100%) 
Evaluation of risks if 
identified 
67 visits (95.7%) 26 visits (100%) 
Treatment for risks if 
identified 
68 visits (97.1%) 25 visits (96.1%) 
 
The post-implementation chart reviews considered whether the adolescent patients were 
screened for substance use, sexual risk factors, and mental health risk factors, and whether any 
identified risks were further evaluated and addressed in the treatment plan. Out of the 26 
patients, 25 of them (96.1%) were screened for some form of substance abuse. Twenty of the 26 
patients (76.9%) were screened for sexual activity. All the twenty-six patients (100%) were 
screened for some form of behavioral or mental health concerns. If risks were identified, all the 
providers further evaluated the risk-taking behaviors. Only one of the twenty-six patients (4%) 
had an identified risk that was not addressed in the treatment plan. Figure 7 displays the 
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percentage of patients who received screening for substance use, sexual activity, mental health 
concerns, and received appropriate evaluation and treatment before and after the intervention. 
For four of the five categories, improvement was seen in the percentage of patients who received 
appropriate care after the intervention. The fifth category, treatment of identified risks, appears to 
be stable, likely due to the limited number of patients included in the post-implementation group 
and the ceiling effect that was present due to the high percentage of patients receiving 
appropriate care in the pre-implementation group. 
 
Figure 7: Comparison of chart reviews. The graph portrays the percentage of patients who 
received appropriate screening for substance use, sexual activity, mental health, and appropriate 
evaluation and treatment before and after the implementation. 
Comparison of Pre and Post-Implementation Chart Reviews. Comparing the results 
of the pre and post-implementation chart review took several steps. The individual chart reviews 
were considered by analyzing the percentage of patients who received appropriate screening in 
substance use, sexual activity, and mental health, and who received appropriate evaluation and 
treatment. The proportion of patients who received the appropriate care in these categories before 
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and after the intervention implementation were compared with statistical analysis. The data was 
also analyzed to determine if there was an improvement in the proportion of visits that received 
appropriate care for each of the previously listed categories for each provider. This helped to 
show whether the intervention was effective at change the practices of the providers. 
The chart review data from the before and after the implementation was analyzed to 
identify how many patients received all of the appropriate screening, evaluation, and treatment 
for any identified risk-taking behaviors. In the group of charts that were reviewed before the 
intervention, 35 of the 70 charts (50%) were missing at least one aspect of appropriate screening, 
evaluation or treatment. In the group of charts reviewed after the intervention, 7 of the 26 charts 
(27%) were missing at least one aspect of appropriate screening, evaluation, or treatment. The 
percentage of patients who received all of the appropriate screening, evaluation and treatment as 
indicated increased from 50% to 73% after the intervention, an improvement of 46%. This 
represents a moderate improvement of clinical significance in the preventive care offered to 
adolescent patients at this practice.  
 The percentage of patients who received appropriate screening, evaluation, and treatment 
before and after the intervention was compared with the use of the Mann Whitney U test, as it 
compares the differences in distributions between two independent groups of patients. A 
nonparametric test, such as the Mann Whitney U test was the most appropriate in this situation 
because of the asymmetric distribution of the independent populations of adolescent patients. 
The results obtained with this analysis is found in Table 4. Even though improvements are seen 
in the percentages between the two groups, and more patients did receive the appropriate level of 
screening for substance use, sexual activity, and mental health, the difference of appropriate 
screening between the pre-intervention and post-intervention groups of patients does not reach 
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statistical significance. The strongest improvement was seen in the screening of patients for 
substance use (p=.068) and the screening of patients for sexual activity (p=.128). The effect size 
was small, with improvements between 10-20% (Cohen, 1988).  Minor improvement is seen in 
the screening of adolescent patients for mental health concerns (p=.350) and evaluation of 
identified risks (p=.550). The percentage of patients who were appropriately treated for identified 
risks was stable between the two groups (p=.830).  The effect sizes in these categories were 
negligible (Cohen, 1988). Even though statistical significance was not achieved, improvement 
was seen in the chart reviews between the two groups, most notably in the areas of substance use 
and sexual activity screening. The intervention had clinical significance, as more adolescent 
patients received appropriate screening for risk-taking behaviors after the implementation.  
Table 4 
Comparison of the Percentages of Patients receiving Appropriate Care with the Mann-Whitney 
U test.  
Variable 
Pre-
implementation 
Percentages 
(n=70) 
Post-
implementation 
Percentages 
(n=26) 
Percent 
Change 
between Pre 
and Post 
Mann-Whitney 
U 
Substance Use 85.7% 96.1% 10.7% p=0.068 
Sexual Activity 61.4% 76.9% 20.2% p=0.128 
Mental Health 95.7% 100% 4.3% p=0.350 
Evaluation 95.7% 100% 4.3% p=0.550 
Treatment 97.1% 96.1% -1.0% p=0.830 
Note: Significance level set at p<0.05.  
The chart review data was also analyzed to determine if there was a significant difference 
in the proportion of visits per provider that received appropriate screening, evaluation, and 
treatment before and after the intervention. This helped to determine if the improvements seen in 
the proportion of patients who received appropriate screening from the chart reviews was due to 
improvement in the practices of most of the providers, or just a select few. Each provider’s 
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proportion of visits that met the guidelines were calculated for these five categories, both before 
and after the implementation. New variables were created to determine the change between the 
pre and post-implementation percentages for each provider, and for each of these five categories.  
The distribution of these new variables is shown in Figure 8. Approximately 50% of the 
providers had a difference in their proportion of screening for substance use that was greater than 
zero, and 75% of the providers had a difference in their screening for sexual activity that was 
greater than zero, indicating improvement in screening after the intervention.  For most of the 
providers, the differences in their proportion of mental health screening, evaluation, and 
treatment was zero, which may be due to positive practices already in place before the 
intervention.  
  
Figure 8: Distribution of the differences in proportions of desired actions by providers. The 
variables for each of the five categories were calculated by subtracting the pre-implementation 
proportions from the post-implementation proportions for each provider for each category.  
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Because of the asymmetrical distribution of these variables and the small sample size (13 
providers), a nonparametric test was deemed the most appropriate to utilize, so the related 
samples sign test was utilized for data analysis. The repeated samples sign test determines 
whether the median differences between the pre-implementation and post-implementation 
proportions for each provider in each category is equal or not equal to zero. 
 The results of the related samples sign test are shown in Table 5.  The test was run five 
times, once for each category. Statistical significance was not achieved for any of the five 
categories. Even though improvement was seen in the proportion of visits by provider who 
received appropriate screening, evaluation and treatment, especially for the categories of 
substance use and sexual activity, these improvements did not reach the level of statistical 
significance. The intervention had an impact on the providers’ screening for substance use and 
sexual activity among their adolescent patients, leading to an increase in the patients who 
received appropriate care. There does not seem to be a substantial change in the screening for 
mental health concerns, evaluation or treatment of identified risks, which is likely due to the 
ceiling effect, or the high proportion of providers who already followed recommended guidelines 
in these areas. 
Table 5 
Related Samples Sign Test to Determine Impact on Provider Activity 
Variable Related Samples Sign 
Test 
Substance Use p=0.125 
Sexual Activity p=0.344 
Mental Health p=0.500 
Evaluation p=0.500 
Treatment p=1.000 
Note: Significance level set at p<0.05. 
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 On a patient level, the analysis of the chart review shows that there was an improvement 
in the percentage of patients who were screened for risk-taking behaviors, particularly for 
substance use and sexual activity. On a provider level, multiple providers showed improvement 
in the proportion of patients who were screened for substance use and sexual activity.  Even 
though these improvements did not reach the level of statistical significance with analysis, 
clinical significance was obtained due to increase in the number and proportion of patients who 
received appropriate screening, evaluation, and treatment of risk-taking behaviors. After the 
implementation of practice protocols and provider education, a higher proportion of patients 
received appropriate screening for substance use and sexual activity. The improvements in 
mental health screening, evaluation, and treatment were less robust, but the pre-implementation 
data reflected that the practice did better in these three areas than in substance abuse and sexual 
activity screening before the implementation. Due to the ceiling effect, there was less potential 
for change in these areas. 
Discussion  
This quality improvement project involved the implementation of practice protocols, 
resources, and education for the providers at a primary care practice related to adolescent risk-
taking behaviors. The impact of this intervention was determined by analyzing provider surveys 
and chart reviews that were obtained both before and after the intervention. Analysis of the 
provider surveys revealed a substantial increase in the providers’ knowledge of the 
recommendations for screening their adolescent patients for risk-taking behaviors. This increase 
was sustained over one month past the intervention. The education and resources shared through 
the presentation by the DNP student were effective at increasing the knowledge of the providers 
on topics related to adolescent risk-taking behaviors. The provider surveys did show 
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improvement in other areas, such as the providers’ self-reported practices related to adolescent 
risk-taking behaviors and their knowledge related to evaluation and treatment of risk-taking 
behaviors, but because of the low numbers of surveys returned, statistical comparison of the 
average answers between the two groups was not possible.  
Chart reviews were completed of the five most recent adolescent well exams for each 
provider prior to the intervention (seventy charts), and for all the adolescent well exams that 
occurred in the month after the intervention (twenty-six charts). Even though statistical 
significance was not reached, presumably due to the small sample size, there was an increase in 
the percentage of patients who received appropriate preventive screening and care at their 
appointments. When comparing the percentage of patients who received recommended screening 
before and after the intervention, there was a clinically significant increase in the percentage of 
patients who were screened for substance use and sexual activity. There was an increase in the 
percentage of patients who were screened for mental health concerns, and had any identified 
risks appropriately evaluated, but these were minor improvements.  
When the data from the chart reviews was considered at the provider level, to see if there 
were changes in each providers’ percentage of visits that had appropriate screening, evaluation, 
and treatment, improvements were also seen. After the intervention, a greater percentage of the 
providers screened their patients for substance use and sexual activity. Improvements were also 
seen in mental health screening and evaluation of identified risks, but these improvements were 
smaller. The intervention led to more providers appropriately screening their patients for 
potential risk-taking behaviors.  
The lack of statistically significant results could be attributed to the small sample sizes, 
especially in the post-intervention data.  When the pre-intervention data is considered, it reveals 
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that several of the providers at the practice were already following the recommendations 
regarding adolescent risk-taking behaviors. The lack of statistically significant results could also 
be attributed to the ceiling effect, seen in the fact that many recommendations were being 
appropriately followed before the implementation, especially in mental health screening, 
evaluation of identified risks, and treatment of identified risks. Even if statistical significance 
was not seen in the analysis, clinical significance was portrayed through the analysis. If the pre-
implementation screening rates had been maintained into the post-implementation phase, out of 
the twenty-six patients in this group, two patients not have been screened for substance use, four 
patients would not have been screened for sexual activity, and one patient would not have been 
screened for mental health concerns when compared to the actual results that were observed. The 
improvement in screening rates has a clinically significant effect on the preventive care offered 
to adolescent patients at this practice. 
The post-implementation provider surveys showed that the providers either agreed or 
strongly agreed that the education and resources shared by the DNP student in her present were 
beneficial to their practice. The providers felt that this intervention helped their practice, and this 
was appropriately reflected in the improvements in the chart review data. They appreciated the 
encouragement and tools to help them to continue to address these topics with their patients. 
Many providers continue to cite lack of time as the primary barrier they face to appropriate 
screening, evaluation, and treatment of adolescent risk-taking behaviors. Sustainability efforts 
should consider how to help providers best overcome this barrier.  
There were two key clinical questions that led this quality improvement project: 1) Will 
the implementation of practice protocols related to adolescent risk screening, evaluation, and 
response improve the identification, evaluation, and counseling of these risk-taking behaviors 
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among the adolescent patients at this practice? 2) Will increased knowledge, protocols, and 
resources for providers improve their comfort, knowledge, and practice related to adolescent 
risk-taking screening, evaluation, and response? When considering the results of the data 
analysis, the answer to the first clinical question is yes, the implementation of the practice 
protocols did improve the identification or screening of risk-taking behaviors among adolescent 
patients at this practice, especially substance use and sexual activity. Minimal improvement was 
seen in the evaluation and response to risk-taking behaviors, but this may be due to the low 
number of risks identified in the month following the intervention. This intervention was also 
effective at improving the comfort, knowledge and practice of providers related to adolescent 
risk-taking screening, evaluation, and response, as shown through the survey results and chart 
review analysis, indicating that the answer to the second clinical question is also yes.  
Sustainability 
This organization and many of the providers are interested in implementing a 
standardized screening tool to use with adolescent patients in their practice to identify risk-taking 
behaviors. The use of this tool would help to ensure that the practice protocols from this quality 
improvement project are continued to be utilized for years to come, while further addressing the 
lack of time that limits many providers.  RAAPS has been found to increase the efficiency of 
adolescent well exams in a variety of health care settings (Darling-Fisher et al., 2014; Yi et al., 
2009). Sustainability of improvements in the screening, evaluation, and response to adolescent 
risk-taking behaviors from this project will be increased by implementing a standardized 
screening tool for adolescent risk-taking behavior to help ensure that the observed improvements 
in these behaviors continue.  
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The DNP student will work with appropriate departments of the organization, including 
informatics, risk and security, coding and billing, and management to implement the Rapid 
Assessment for Adolescent Preventive Services (RAAPS) into practice at the organization (Yi et 
al., 2009). RAAPS was selected as the standardized screening tool due to the strong evidence 
supporting its effectiveness and efficiency in practice (Darling-Fisher et al., 2014; Salerno et al., 
2012; Yi et al., 2009). The DNP student obtained grant funding to cover the licensing fees 
associated with the use of RAAPS. These sustainability efforts will continue until the RAAPS is 
successfully implemented in practice at the organization. 
Limitations 
There were several limitations to this quality improvement project. Because of the short 
length of the project, there was only one month given after the implementation of the provider 
resources and education before collecting the post-implementation data. This led to large 
differences in the number of medical records that were examined before the implementation (70 
charts) and after the implementation (26 charts). With only one month for data collection, it is 
difficult to determine the long-term sustainability of the improvement seen in this quality 
improvement project.  
Changes in providers at the practice led to changes in the data collection and analysis. 
When the pre-implementation data was collected, there were fourteen providers at the practice. 
When the post-implementation data was collected, one of the providers had left the practice to 
take a new role within the organization. As a result, it was not possible to include this provider’s 
pre-implementation data in the comparison analysis. This change in staffing also led to additional 
stress at the practice may have affected the impact of the intervention. 
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Because the project was implemented in January, during the start of a highly-active 
influenza season, the practice had more sick visits and fewer well-exams in the month after the 
implementation (Center for Disease Control, 2018). In addition, several providers took week-
long vacations during the month after the implementation, also contributing to a decrease in the 
number of adolescent well-exams that could be analyzed. These factors may have impacted the 
number of chart reviews that were available for analysis during the post-implementation data 
collection. The limited number of chart reviews obtained after implementation (twenty-six 
charts) compared to before implementation (seventy charts) limited the strength of the 
conclusions that could be reached through the data analysis. While eight providers completed the 
pre-implementation provider survey, only four of the thirteen providers completed the post-
implementation despite several requests for completed surveys, limiting the conclusions that 
could be drawn about the impact of the project on providers’ knowledge. The generalizability of 
these results is limited due to the small groups of data obtained, leading to limited statistical 
power.  
Implications for Practice 
 Nursing focuses on the promotion of health and the prevention of illness (Chism, 2016). 
As a result, advanced nursing practice includes caring for individuals, families, and communities 
to promote health and well-being. Medicine focuses on the prevention, diagnosis, treatment, and 
alleviation of disease and disease states (Chism, 2016). Because of the strong connection of 
adolescent risk-taking behaviors to future disease and disability among adolescent patients, 
interventions to improve the screening, evaluation, and response of primary care providers to 
adolescent risk-taking behaviors fit strongly within both the nursing and medical model of care, 
with the goal of promoting health and preventing disease.  
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 This quality improvement project has helped primary care providers improve the 
preventive care they offer to adolescent patients. By improving the care offered to adolescent 
patients at this practice, primary care providers have the potential to improve the health of these 
patients now, and in the future, as many adult diseases have their origin in adolescent behaviors 
(Committee on Adolescence, 2008). This project also helped the primary care providers to 
follow the national recommendations for adolescent preventive care.  This project has increased 
the knowledge of the gaps between the recommended guidelines and the current practice in this 
organization. In addition, the project shows one potential way that other practices or 
organizations could address any gaps in practice they may have. This project has increased the 
knowledge related to adolescent risk-taking behaviors among physicians, physician assistants, 
and advanced practice registered nurses at this primary care practice, and improved the 
preventive care offered to these adolescent patients. By improving practices in this manner, this 
quality improvement project has the potential to improve the health of these adolescent patients 
both immediately and in the future. 
Dissemination of Outcomes 
 After the final analysis was completed, the findings from this quality improvement 
project were shared with the organization’s practice manager. The DNP offered to share this 
quality improvement project and the findings with other practices or managers within the larger 
health care system that might be interested in implementing similar projects at a different 
practice. Another DNP student is also interested in addressing adolescent risk-taking behaviors at 
a different practice in western Michigan, and the resources and information from this project 
were shared to assist these efforts in a different location.  
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 The outcomes from this quality improvement project will be publicly presented at the 
DNP scholarly project defense at Kirkhof College of Nursing. The DNP student leading this 
quality improvement project has submitted a poster application to the Spring Conference of the 
Michigan Chapter of the National Association of Pediatric Nurse Practitioners, and she is also 
considering submitting a manuscript highlighting this quality improvement project to a peer-
reviewed journal.  
Reflection on Enactment of the DNP Essentials 
 The American Association of Colleges of Nursing (AACN) (2006) developed the 
essentials of doctoral education for advanced nursing practice to highlight the core competencies 
that are essential for all advanced practice nursing roles. These essential competencies highlight 
the difference between the research-based and practice-based doctorate degrees within the field 
of nursing. While coursework may vary, all individuals who receive a Doctor of Nursing Practice 
degree should be competent in the eight essentials defined by the American Association of 
Colleges of Nursing (2006). DNP-prepared nurses are prepared to deliver care that is innovative 
and evidence-based through the application of credible research findings. This DNP scholarly 
project has utilized many of the DNP essentials for practice. 
Essential I: Scientific Underpinnings for Practice 
 The DNP degree prepares the graduates to integrate nursing science with the knowledge 
from many other disciplines to create the highest level of nursing care (AACN, 2006). The DNP-
prepared nurse can utilize nursing theories and theories from other disciplines to develop and 
evaluate new practice approaches to improve outcomes. In this DNP project, the knowledge from 
many disciplines was integrated to gain a thorough understanding of the consequences of 
adolescent risk-taking behaviors, and to identify what is currently known regarding the 
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screening, evaluating, and response to adolescent risk-taking behaviors. The DNP student 
utilized theories from other disciplines to develop the quality improvement project, and to design 
the plan for implementation. In addition, the practice protocols and the provider packet 
(Appendix D) were developed with knowledge from multiple disciplines to enhance the health of 
the adolescent patients at this practice. 
Essential II: Organizational and Systems Leadership for Quality Improvement and 
Systems Thinking 
 DNP graduates must have the ability to work and lead within systems and organizations 
to promote safety and excellence in practice. By leading quality improvement projects, analyzing 
practice initiatives, and evaluating care delivery approaches, the DNP-prepared nurse can 
improve the outcomes for groups of patients within systems (AACN, 2006). In this DNP 
scholarly project, the DNP student displayed this essential by implementing a quality 
improvement project within a primary care practice to impact the health of an entire group of 
people. Systems-level thinking was utilized to assess the organization to determine the scope of 
the problem, and how potential solutions would fit within the organization. The DNP student 
displayed leadership skills by organizing and directing this quality improvement initiative. 
Systems leadership was also necessary to implement the standardized screening tool for the 
sustainability efforts.  
Essential III: Clinical Scholarship and Analytic Methods for Evidence-based Practice 
 The DNP graduate is prepared to critically appraise existing literature, and then use this 
information to design, implement, and evaluate quality improvement projects (AACN, 2006). By 
applying relevant findings to practice protocols, the DNP-prepared nurse can help to improve 
patient care and patient outcomes. The DNP student utilized this essential by thoroughly 
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reviewing and analyzing the literature on adolescent risk-taking behaviors, and by using this 
information to design the quality improvement project described in this paper. The creation of 
the practice protocols related to adolescent risk-taking behavior was also a display of this 
essential. 
Essential IV: Information Systems/Technology and Patient Care Technology for the 
Improvement and Transformation of Health Care 
 According to Essential IV, DNP graduates are prepared to use information systems to 
implement quality improvement projects, address ethical issues related to information 
technology, and evaluate consumer health information sources for accuracy and appropriateness 
(AACN, 2006). While completing this quality improvement project, the DNP student identified 
and prepared information for the providers related the confidentiality of information related to 
adolescent-risk taking behaviors within the current electronic health system. Consumer health 
information was also closely reviewed through the development of a resource list for the 
providers within the practice guidelines.  The DNP student also worked closely with the 
informatics department of this organization in the sustainability efforts to implement a 
standardized screening tool.  
Essential V: Health Care Policy for Advocacy in Health Care 
 The DNP graduate is prepared to act proactively in the development and implementation 
of health policy at the institutional, local, state, and federal level (AACN, 2006). Through the 
planning of this quality improvement project, the DNP student demonstrated leadership in the 
development of institutional policy related to adolescent risk-taking behaviors. With the 
completion of this project and resulting dissemination efforts, the student had additional 
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opportunities to educate others and influence institutional policy makers of different 
organizations to improve the health care delivery to adolescent patients.  
Essential VI: Interprofessional Collaboration for Improving Patient and Population Health 
Outcomes 
 As the current, complex health care system requires the contributions of individuals from 
multiple professions to improve health care outcomes, DNP graduates will be equipped to lead 
interprofessional teams and communicate and collaborate with other health care professionals to 
create change in health care (AACN, 2006). To address the complex problem of adolescent-risk 
taking behavior at this organization, the DNP student displayed interprofessional collaboration 
by working with a multidisciplinary team, including physicians, nurse practitioners, social 
workers, physician assistants, registered nurses, and medical assistants, to implement and 
complete the quality improvement project and sustainability efforts. 
Essential VII: Clinical Prevention and Population Health for Improving the Nation’s 
Health 
 This competency focuses on improving the health or reducing the health-related risks for 
groups of people at a time. DNP graduates are prepared to engage in leadership to integrate 
within an institution evidence-based clinical prevention protocols and population health services 
for aggregates and populations (AACN, 2006). In this project, the DNP student displayed this 
essential by implementing the practice protocols related to adolescent risk-taking behaviors. By 
achieving the objectives of this project, the DNP student helped to improve the current and future 
health of a population of patients, the adolescent patients with a primary care provider at this 
practice.  
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Essential VIII: Advanced Nursing Practice 
 DNP graduates are prepared to assess health and illness in complex situations, and design 
and implement interventions to meet identified needs (AACN, 2006). By designing, delivering, 
and evaluating evidence-based care, DNP-prepared nurses demonstrate advanced clinical 
judgment, systems thinking and accountability to improve the health of their patients (AACN, 
2006). The DNP student designed this quality improvement project to meet the identified needs 
for adolescent patients at this organization. The creation of the practice protocols to help 
facilitate optimal care for adolescent patients also displays the competencies of the DNP student 
in advanced nursing practice.   
Summary 
 Adolescent risk-taking is a significant health problem, as up to 75% of adolescent 
morbidity and mortality is attributed to identifiable, treatable, and preventable risk-taking 
behaviors (Salerno et al., 2012; Yi et al., 2009). A primary care practice in western Michigan had 
no standard practice related to adolescent risk-taking behaviors. As a result, the preventive care 
provided to adolescent patients varied significantly between patients and providers. Providers at 
this organization requested that the DNP student implement a quality improvement project to 
help them improve the care they provide to adolescent patients. 
 National guidelines recommend that primary care providers screen adolescent patients 
annually for mental health concerns, substance use, sexual practices, and healthy lifestyle factors, 
such as nutrition and exercise (Michigan Quality Improvement Consortium, 2006). To address 
the needs at this organization, practice protocols were developed and implemented for the 
providers to assist with their screening, evaluation, and response to adolescent risk-taking 
behaviors. The education and resources were effective at increasing provider knowledge of 
ADOLESCENT RISK  66 
 
appropriate screening for risk-taking behaviors and increasing the screening for substance use 
and sexual activity among adolescent patients by the providers at this practice. These 
improvements will be sustained with the implementation of a standardized screening tool to be 
used with adolescent well-exams.  
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Appendix A 
The Theory of Planned Behavior 
 
 
 
Conceptual depiction of the Theory of Planned Behavior. Adapted from “The Theory of Planned 
Behavior,” by I. Ajzen, 1991, Organizational Bheavior and Human Decision Processes, 50, p. 
182. Copyright 1991 by the Academic Press, Inc.  
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Appendix B 
 Structure-Process-Outcome Model 
 
 
 
Conceptual depiction of Donabedian’s Structure-Process-Outcome Model. Adapted from “How 
(and why) do quality improvement professionals measure performance?” by D. E. Lighter, 2015, 
International Journal of Pediatrics and Adolescent Medicine, 2, p. 8. Copyright 2015 by King 
Faisal Specialist Hospital & Research Centre (General Organization), Saudi Arabia.  
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Appendix C 
SWOT Analysis of the Organizational Site 
Strengths: 
• Providers recognize the need for 
change and improvement 
• Fits well with the organization’s 
mission, culture, and values 
• Motivated staff, good work-climate, 
and leadership support for this project 
• The practice is a “model cell,” and is 
used to trying new initiatives within 
the larger organization 
Weakness: 
• Management is hard to reach at times 
• Limited internal funding available for 
new practices and projects 
• Lack of standards within the practice 
related to adolescent preventive care 
• Lack of knowledge and confidence 
related to adolescent preventive care 
with some of the providers 
Opportunities: 
• National organizations support quality 
improvement work in this area 
• The health care system has done little 
in the past specifically for the quality 
of adolescent preventive care. This 
initiative can help to advance this 
concern within the organization 
• This is an opportunity to improve the 
quality of care to better meet the 
system’s standards and promises to 
their patients 
 
Threats: 
• Competition between the three main 
health systems 
• Uncertainty related to federal health-
care funding related to the CHIP and 
Affordable Care Act may prevent or 
restrict new programs 
• Other changes within the larger health 
care system, such as their new 
telehealth system 
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1. Background on Adolescent Risk-Taking Behaviors 
 
Why is it important for primary care providers to screen, evaluate, and respond to adolescent 
risk-taking behaviors? 
• Approximately 75% of adolescent morbidity and mortality is attributed to identifiable, 
preventable, and/or treatable factors (Salerno, Marshall, & Picken, 2012; Sleet, 
Ballesteros, & Borse, 2010; Yi, Martyn, Salerno, & Darling-Fisher, 2009)  
o Primary causes of adolescent morbidity and mortality include alcohol use, 
substance use, drunk driving, sexual activity, depression, suicide, smoking, 
violence, and guns (Committee on Adolescence, 2008) 
• Many organizations have established guidelines recommending that primary care 
providers screen their adolescent patients annually for a variety of risk-taking behaviors, 
including the American Academy of Pediatrics, American Academy of Family 
Physicians, American Medical Association, American College of Preventive Medicine, 
and the U.S. Preventive Services Task Force.  
• Many primary care providers do not regularly screen their adolescent patients for these 
risks, and do not offer appropriate health counseling and guidance (Committee on 
Adolescence, 2008; Michigan Quality Improvement Consortium, 2016) 
o The care delivered does not meet the guidelines or the perceived needs of the 
adolescent patients (Committee on Adolescence, 2008) 
o Nearly half of the preventive care visits for adolescents do not include an 
opportunity for the patient to talk confidentially with the provider (Committee on 
Adolescence, 2008) 
• Over 75% of adolescents report engaging in at least one risk-taking behavior, but 63% of 
these patients have not discussed these behaviors with a health care provider (American 
College of Preventive Medicine, 2010) 
• Adolescents desire to discuss topics such as smoking, drug and alcohol use, sexual 
activity, and healthy lifestyles with their primary care providers (Klein & Wilson, 2002) 
 
Adolescence is a critical time for health promotion, as behaviors and environment in adolescence 
can have a significant impact on adolescents’ health as adults.  
• It is estimated that $700 billion is spent annually on causes associated with preventable 
adolescent health problems; these health problems frequently become significant, life-
long problems (Department of Health and Human Services, 2014) 
o Risky behaviors that affect adult morbidity and mortality have their origins during 
the adolescent years (Committee on Adolescence, 2008) 
• Experts agree that reducing the rate of risk-taking behaviors by adolescents will improve 
the health of the general population (Steinberg, 2008) 
• Health problems of adolescents are primarily behavioral and environmental in origin, 
making them amenable to preventive efforts (National Research Council & Institute of 
Medicine, 2009) 
 
Risk-taking behaviors are prevalent among adolescents: 
• In 2013, 47% of adolescents have had sexual intercourse, and 6% have had sexual 
intercourse prior to the age of 13 years. 40% did not use a condom at their last sexual 
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intercourse, and 77% did not use contraception before their last sexual intercourse. Most 
teenage girls have intercourse for 18 months before seeking contraception. Each year, 4 
million US teens contract an STI, and 25% of new HIV cases occur in adolescents less 
than 20 years of age (Melnyk & Jensen, 2013). 
o Adolescent females ages 16-24 experience the highest rates of non-fatal dating 
violence. 1 in 5 high-school girls are physically or sexually abused by a dating 
partner, and nearly 1 in 3 experience some type of abuse in a dating relationship 
(physical, sexual, psychological) (YWCA, 2017).   
o In adolescent relationships, the perpetrator of the abuse is split 50:50 between the 
male and female in the relationship (Aday, 2017).  
• Up to 4.5% of adolescents identify as lesbian or gay, and up to 4% more are not sure of 
their sexual identity. LGBT youth are at an increased risk for depression, attempted 
suicide, substance use, and risky sexual behaviors (Melnyk & Jensen, 2013). 
• In Michigan, 10% of high school students smoked tobacco at least one day in the month 
proceeding a survey, and 23% used electronic vapor products, such as e-cigarettes, 
vaping pens, or e-hookah. 15% of high school students reported that they drank alcohol 
for the first time (more than a few sips) before age 13. 26% reported at least one drink in 
the prior month, 13% reported binge-drinking behavior, and 19% rode in a car with a 
driver that had been drinking alcohol. 34% of high school students report ever using 
marijuana (Office of Adolescent Health, 2015).  
• Prescription and over-the-counter medications are the fourth most commonly abused 
substances, after alcohol, tobacco, and marijuana among adolescents (National Institute 
on Drug Abuse, 2016). 
• It is estimated that 10-20% of adolescents had a depressive disorder. Less than 20% of 
cases are detected, and less than 25% of affected children and adolescents receive 
treatment. Depression is a risk factor for other high-risk behaviors, such as substance use; 
40-70% of affected children and adolescents have mental health co-morbidities (Melnyk 
& Jensen, 2013). 
• Among adolescents with a mental health disorder, rates of co-occurring substance use 
disorders range from 61-88% (Bukstein, 2016).  
• Eating disorders may affect up to 6% of adolescents with a median onset of 12-13 years 
of age, and cause significant impairment and distress (National Eating Disorder 
Association, 2016). 
• Suicide is the third leading cause of death in adolescents, and 5-10% of high school 
student will make attempts each year. Girls make more attempts at suicide, but males are 
more successful (Melnyk & Jensen, 2013). 
 
By improving the screening, evaluation, and response to adolescent risk-taking behaviors, 
primary care providers can improve the health of their patients in adolescence and in the years to 
come.  Reduction of risky behavior has great potential for reducing preventable adolescent and 
adult morbidity and mortality, and primary care providers can play a critical role in preventing 
adverse outcomes and promoting healthy lifestyles among adolescent patients (Committee on 
Adolescence, 2008). In Michigan, 85.6% of youth ages 12-17 years saw a doctor, nurse, or 
health care provider for preventive medical care within the past 12 months (National Survey on 
Child Health, 2012). Adolescents are connected to primary health care services, which gives 
primary care providers the opportunity to ensure their health needs are being met. 
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2. Guidelines for Screening 
 
Many national organizations have recommendations for primary care providers on risk factors 
and behaviors that should be screened for annually in adolescent patients. 
 
Recommendations focus on four key areas of risk:  
1. Behavioral and mental health concerns, particularly depression  
2. Sexually risky behaviors that can increase the risk of sexually transmitted infections 
(STIs) and pregnancy  
3. Substance use 
4. Healthy lifestyle factors, such as diet and exercise.  
 
Organization 
Recommendation 
American Academy of Family Physicians: 
Annual tobacco use counseling, screening for major depressive disorders, behavioral 
counseling to prevent STIs in all sexually active adolescents, and testing for chlamydia and 
gonorrhea in sexually active females younger than 24 years. 
(American Academy of Family Physicians, 2017) 
American Academy of Pediatrics: 
Annual screening for substance use, behavioral and psychosocial problems, including 
depression, and STI risks, with additional testing as indicated.  
(Committee on Adolescence, & Society for Adolescent Health and Medicine, 2014; Committee on Practice and Ambulatory 
Medicine, & Bright Futures Periodicity Schedule Workgroup, 2017; Levy, S. J., Williams, J. F., & Committee on Substance 
Use and Prevention, 2016; Weitzman & Wegner, 2015). 
American College of Preventive Medicine: 
Annual confidential screening for eating disorders, substance abuse, sexually transmitted 
infections, and mental health concerns. 
(American College of Preventive Medicine, 2010) 
American Medical Association: 
Annual screening for eating disorders, substance use, depression and suicidal ideation, 
sexually risky behaviors, and school problems. 
(Elster & Kuznets, 1994) 
Healthy People 2020: 
Increase the proportion of adolescents who receive preventive care. Screen for substance use, 
bullying, nutrition, school problems. 
(HealthyPeople.gov, 2017a). 
Michigan Quality Improvement Consortium: 
Annual screening with a brief, validated tool for unintentional injuries/violence, behavioral 
health disorders, tobacco, alcohol, or other drug use, sexual behaviors contributing to 
STIs/Pregnancy, dietary behaviors, physical activity, and protective factors.  
(Michigan Quality Improvement Consortium, 2016).  
National Association of Pediatric Nurse Practitioners: 
Position statements support annual screening to identify and prevent overweight, obesity, and 
obesity-related comorbidities across the lifespan. Annual standardized screening for 
behavioral and mental health concerns, with referral to treatment as necessary.  
(National Association of Pediatric Nurse Practitioners, 2016). 
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U.S. Preventive Services Task Force: 
Annual depression screening between 12-18 years of age, with appropriate treatment and 
follow-up. Screen for chlamydia and gonorrhea in sexually active women under 24 years of 
age. Screen for HIV in adolescents older than 15 years. Screen for obesity in all adolescents, 
with appropriate interventions.  
(Grossman, 2017; LeFevre, 2014; Moyer 2013; Siu, 2016). 
 
Quality of care measures, such as Meaningful Use, and Healthcare Effectiveness Data and 
Information Set (HEDIS), collect information and measure care that follows these guidelines. 
For example, HEDIS measures related to adolescents include annual depression screening and 
follow-up for positive results, depression remission or response, unhealthy alcohol use, 
adolescent well-care visits, immunizations for adolescents, and weight assessment and 
counseling for nutrition and physical activity for adolescents (NCQA, 2017). Providing 
appropriate screening, evaluation, and response to adolescent risk-taking behaviors are a key 
aspect of providing adolescent preventive health care.  
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3. Screening for Adolescent Risks 
 
A standardized screening tool is considered the best practice for identifying adolescent risk-
taking behaviors, as it ensures consistency, improves effectiveness, and reduces biases (Elster 
2017; Michigan Quality Improvement Consortium, 2016; National Research Council & Institute 
of Medicine, 2009; Possibilities for Change, 2013).  While there are many screening tools in 
existence, the Rapid Assessment for Adolescent Preventive Services (RAAPS) is the most 
efficient tool with the strongest literature supporting its effectiveness. 
 
Other screening tools include the Adolescent Health Review (AHR), Bright Futures, and 
Guidelines for Adolescent Preventive Services (GAPS). The AHR only had 2 references, with no 
information on reliability, validity, and availability (Harrison, Beebe, & Park, 2001; Harrison, 
Beebe, Park, & Rancone, 2003).  Bright Futures was developed solely on expert opinion, had no 
validation information available, and was found to poorly predict at least two objective problems 
(Bright Futures, 2010; Sekhar, Murray-Kolb, Schaefer, & Paul, 2017; Sekhar, Zalewski, King, & 
Paul, 2014).  The literature supports the effectiveness of GAPS, but at 48-71 questions long, 
many providers did not have the time for patients to complete it. It did not fit well into their 
practice (Gadomski, Bennett, Young, & Wissow, 2003; Klein et al, 2001; Kopec et al., 2010).  
 
About RAAPS 
The Rapid Assessment for Adolescent Preventive Services (RAAPS) was developed in 2009 
from the GAPS screening tool. It focuses on the top six risk behaviors for adolescents: 
substance use, unintentional injuries and violence, behavioral health disorders, sexual behaviors, 
dietary behaviors, and physical activity. Adolescents assisted with the wording of the questions; 
the tool makes sense to these patients. It took adolescents 5 minutes to answer the 21 questions, 
on average; it was time efficient for practice. Providers felt RAAPS was easy to use, concise, 
effective at screening for risks, and developing rapport with adolescents (Yi, Martyn, Salerno, & 
Darling-Fisher, 2009).  When compared to the longer GAPS tool, the RAAPS questionnaire had 
the same effectiveness in screening for adolescent risks, establishing appropriate validity and 
reliability as a measure of risk behaviors. Content validity ranged from 0.825 to 1.0 on 
individual questions. The Cohen Kappa ranged from 0.44-0.99 with no statistically significant 
results, indicating that RAAPS reliably measured the same behaviors as GAPS (Salerno, 
Marshall, & Picken, 2012).
 
In a survey of providers who worked with adolescents, 86% of 
providers believed that RAAPS positively impact their practice by providing efficient and 
consistent assessments, allowing for risk identification, and leading to risk discussions (Salerno, 
Marshall, & Picken, 2012).
  The RAAPS questionnaire was found to be an effective tool for 
screening for adolescent depression, when compared to the Patient Health Questionnaire (PHQ-
A) (Darling-Fisher, Salerno, Dahlem, & Martyn, 2014; Salerno & Barnhart, 2014). 
 
RAAPS is available in two different forms for practices to utilize: (Possibilities for Change, 
2017a)
 
1. A license for the use of the paper copy can be purchased from Possibilities for 
Change. This includes a version for patients age 9-12 years, 13-18 years, and 19-24 
years of age. This would allow organizations to embed the form into their EHR, and 
bill insurance companies for the performed screening. 
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2. A license for the cloud-based electronic system can be purchased from Possibilities 
for Change. Adolescent patients would complete the survey on an electronic device, 
and would receive educational messages based on their answers. Providers would be 
able to log on to the system from any computer, view the patients’ responses, the 
provide appropriate and suggested counseling and health messages during the 
appointment. All documentation occurs in the secure cloud-based system, separate 
from the practices’ EHR.  
 
Recommendation: Practices with adolescent patients should adapt a standardized 
screening tool to be utilized with all adolescent well exams. The literature supports the 
RAAPS tool as the most effective and efficient screening tool to be utilized in practice. Practices 
can utilize the option of RAAPS that is the best fit for their current environment. Organizations 
should implement the RAAPS screening tool to be used in practice. 
 
Until organizations have implemented a standardized risk screening tool for use with adolescent 
patients, providers and care teams can work together to ensure that the four key areas of risk 
(mental health, substance use, sexual activity, and healthy lifestyle factors) are being 
addressed with each patient.  
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4. Confidentiality 
 
The importance of providing confidential health care services to adolescent patients have been 
supported by many organizations, including the American Academy of Pediatrics, the American 
Academy of Child and Adolescent Psychiatry, the Society for Adolescent Health and Medicine, 
the American College of Obstetricians and Gynecologists, and the American Medical 
Association (Society for Adolescent Medicine & American Academy of Pediatrics, 2016). Many 
organizations recommend that primary care providers spend time alone with adolescents 
during appointments to allow for discussion of confidential concerns (Society for Adolescent 
Medicine & American Academy of Pediatrics, 2016). Despite this, in a national survey, nearly 
half of adolescents did not have an opportunity to talk confidentially with a health care provider 
at a preventive visit (Committee on Adolescence, 2008). Confidentiality affects the quality of 
health care for many adolescents (Committee on Adolescence, 2008).  
 
It is important for adolescent patients to understand what it is and what is not included with 
confidential protection of discussions, as they are more likely to disclose sensitive information if 
they understand and have an assurance of confidentiality (Adolescent Health Initiative, n.d.). 
One way to discuss this with patients would be as follows: 
 “Everything that we talk about together today is confidential, which means that I won’t 
talk to anyone else about what is happening without your permission. However, if you tell me 
that you are being hurt physically or sexually by someone, or planning on hurting yourself or 
planning on hurting someone else, I am required by law to share these things.” 
 
Michigan’s law: In Michigan, parental consent is required for abortion, emergency care, 
immunizations (generally), and inpatient mental health care. Parental access to minor 
information is permitted with abortion, emergency care, immunizations, and inpatient mental 
health care. Provider discretion applies to parental access to minor information related to 
outpatient mental health care, prenatal and pregnancy-related care, and substance abuse services 
(The Network for Public Health Law, 2012). 
 Parental consent is not required for birth control services provided by Title X funded 
agencies, outpatient mental health care after the age of 14 (for 12 visits or 4 months), prenatal 
and pregnancy-related care, substance abuse services, and the diagnosis and treatment of 
STIs/HIV. Provider discretion applies to birth control; there are no specific MI laws on this 
issue (The Network for Public Health Law, 2012). 
 For more information on Michigan’s laws regarding confidential adolescent health care 
services, go to 
https://www.michigan.gov/documents/mdch/Michigan_Minor_Consent_Laws_292779_7.pdf  
 
Billing: State Medicaid programs do not include an explanation of benefits for sensitive services, 
such as STI or contraception care, which will help protect adolescent confidentiality when 
providing these services (Society for Adolescent Medicine & American Academy of Pediatrics, 
2016). The practices of individual private insurance companies may vary, and some 
organizations may send detailed explanation of benefits to the policy holders, which would 
prevent adolescent confidentiality. If the confidentiality of billing practices is in question for 
the patient’s insurance, the adolescent should be informed of the potential risk of disclosure of 
information to the policy holder.  
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 “If you use your insurance to pay for the service, it is possible that the information will 
be on the explanation of benefits that is mailed to your parent(s).”  
 If adolescent patients do not want to use their parent/guardian’s insurance or pay for the 
service out of pocket, provide them with information on free or sliding scale clinics, such as the 
health department or Planned Parenthood.  
 
Confidentiality and Parents: It is important to remember that parents are also going through an 
adjustment as their child reaches adolescence. Providers can take the opportunity to educate them 
on the importance of confidential care. After eliciting specific concerns from the parent or 
guardian, discuss the expectation that some time will be spent with the patient alone.  
 Suggestions and sample language for how to discuss these concerns with parents are as 
follows: (Adolescent Health Initiative, n.d.) 
 “As teens begin to develop into adults and take more responsibility for their lives, we ask 
for more input from them about their health. We always ask parents/guardians to wait outside 
for part of the interview to encourage the teen to discuss his or her own view of their problem. 
Talking to teens without the parents/guardians also gives teens a chance to ask questions or give 
information they may feel self-conscious about. Teens often have questions or concerns that they 
may feel embarrassed to talk about in front of their parent/guardians.” 
 “Sometimes teenagers will hide their high-risk behavior, so parents/guardians are not 
the first to find out. Our goal is to help prevent and identify any problems before they become 
serious.” 
 “Michigan state law permits some services to be offered to teens privately. This includes 
pregnancy testing and services, contraception, testing for and treatment of sexually transmitted 
infections, substance abuse treatment, and mental health counseling. We ask parents/guardians 
to leave for part of the interview for confidentiality and to build trust. We always encourage the 
teen to discuss important issues with their parent or guardian.”  
“You can trust that if a teen is doing anything to hurt themselves or others, or if someone 
is hurting them, we will be forced to break confidentiality and tell an appropriate adult.” 
 
Resources from the Adolescent Health Initiative include posters and handouts for parents and 
teens related to confidentiality in Michigan. These can be downloaded at http://www.umhs-
adolescenthealth.org/improving-care/health-center-materials/  
 
Documentation: An essential aspect of confidentiality is ensuring that sensitive information and 
results are protected in the electronic health record (EHR). The EHR has the ability for providers 
to document confidential information, such as STI testing, sexual activity, sexual identity, or 
substance use. This information is only able to be accessed by select, authorized users. In this 
field, providers can also manage outbound confidentiality by restricting information from the 
portal, patient care summary, or ambulatory summary.  
 
A job aid is available on the intranet from the organization on Confidential Patient Information. 
It has been reprinted on the following page for reference. 
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5. Motivational Interviewing 
 
Motivational interviewing (MI) is a communication style that focuses on exploring and resolving 
ambivalence towards change (Miller & Rollnick, 2013). MI-based interventions were found to be 
effective at improving physical activity, improving nutrition, decreasing depressive symptoms, 
reducing substance abuse, and decreasing risk for STIs and unplanned pregnancies with 
adolescents (Agerwala, McCance-Katz, Angerwala, & McCance-Katz, 2012; Hoek et al., 2011; 
Olson et al., 2008; Sanci et al., 2015; Sterling, Valkanoff, Hinman, & Weisner, 2012). 
Motivational interviewing is effective at reducing tobacco use and alcohol use among 
adolescents, improving dietary control, and increasing self-efficacy to enact change in many 
areas of the adolescents’ health (Erickson, Gerstle, & Feldstein, 2005).  
Recommendation: Health care providers can respond to identified adolescent risk-taking 
behaviors with motivational interviewing techniques to help reduce their patients’ risks. 
 
The goal of motivational interviewing is not to convince someone to change their behaviors. MI 
focuses on eliciting the motivation for positive behavior change within each adolescent. MI is a 
communication style that can be used by anyone, at any time. It is most effective with low or 
moderate risk behaviors in adolescents; MI is less appropriate with high risk behaviors, such as 
suicidal ideation (Michigan Public Health Institute, 2017). The spirit of MI involves a 
collaborative approach, eliciting motivation from the client instead of trying to install it, and 
honoring client autonomy (Michigan Public Health Institute, 2017). MI can be beneficial even 
with brief interventions; it does not require a significant amount of time to be useful.  
 
There are four guiding principles for improving adolescent communication with MI: (Salerno, 
2017) 
1) Resist the righting reflex: It is easy for providers to want to “fix” the problems their 
patients are facing, but trying to offer fixes rarely works. The patient must want to 
change their behaviors for change to occur. 
2) Understand your patient’s motivations: Providers can’t effectively motivate their 
patients, but by helping the patients recognize the motivation they already have 
within them, providers can help their patients move towards change.  
3) Listen to your patient: Adolescents can tell when they aren’t being listen to, and 
they quickly lose interest. Listening carefully allows providers to connect with their 
patients.  
4) Empower your patient: Increase the patient’s self-efficacy, and help them to 
recognize their strengths.  
 
Health care providers spend a significant amount of time sharing information with adolescent 
patients, through education and anticipatory guidance. Motivational interviewing has four 
techniques that can help health care providers give information in way that adolescents are 
ready, willing, and able to hear:  
1) Ask Permission: The act of asking permission before sharing information with 
adolescents has been shown to help them to listen better. 
“I have some information that might help you make your decision regarding 
(specific risk behavior), can I share what I know? 
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       If the adolescent declines to hear the information from the provider, consider   
       responding by asking them to share what they know about the behavior.  
2) Give information simply: Give 30 seconds or less of information at a time. Only 
share the key pieces that would help the adolescent move towards change. 
3) Offer concern: Offering concern helps adolescents to think differently about their 
behavior by knowing that someone else cares 
4) Offer menu of options: Present options for adolescents (2-3 options at a time), and 
allow them to choose which would work the best for them. This helps them to remain 
in control, and increase the success of change.  
Not all of these techniques will be applicable or appropriate for all patients, but using them in 
appropriate situations can improve health care providers’ communication with adolescent 
patients (Salerno, 2017).  
 
There are four key MI interviewing strategies that health care providers can utilize to explore 
and resolve their adolescent patients’ ambivalence to change. 
1) Open-ended questions: Open-ended questions help gather information with non-
judgmental communication, inviting further elaboration and deeper thought from the 
teen. This makes the adolescent the expert of their experiences, making them do most 
of the work. 
Fully-open questions might include: 
“What do you think about…”  “Tell me about…” 
“How do you decide when to…” “How do you feel about…” 
“Help me understand…” 
Key questions are open-ended questions that test a teen’s level of commitment to 
change at the end of a conversation: 
“Given what you told me, what do you think you will do next?” 
“Where would you like to go from here?” 
“What would it take to…” 
“What if you tried…” 
        While “why” questions are open-ended, it is easy for them to have unintended  
        tones of criticism. The adolescent might not have thought through their behaviors-  
        they might not know why yet! Take care to maintain an open tone of voice and  
        body language when using “why” questions. 
2) Affirmations: Affirmations are statements that recognize and show respect for a 
person's strengths. Strengths can be used to affirm, build rapport, and help patients 
see themselves in a more positive light, building self-esteem and self-efficacy. 
Affirmations help teens recognize that change is possible, even if they are facing 
barriers, or have been unsuccessful in the past.  
Affirmations must be specific and individualized, not generic. Use “you” statements 
to focus on the internal strengths and focus of the adolescent: 
 “You are…”  “You believe…” “You feel…”  “You have…” 
3) Reflections: Reflections show the adolescent that the health care provider was 
listening closely to what they had to say, by making a guess as to what the speaker 
means. Reflections can also help move the conversation along by adding emphasis or 
additional meaning, helping to guide the patient towards change. They are statements 
rather than questions. The provider decides what to reflect or ignore and what to 
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emphasize, preferentially reflecting change talk. Reflections can be challenging to 
use, but can add a significant amount of information to the conversation.  Reflections 
are most effective when the tone of voice remains neutral; avoid making the 
statement a question. They become easier to utilize with practice. There are four main 
reflections: 
a. Repeating: Repeating an element of what the adolescent said 
“You’ve been more depressed lately” 
b. Rephrasing: staying close to what the teen said with some rephrasing and 
synonyms 
“Your sadness is getting worse and you don’t know why” 
c. Paraphrasing: inferring or guessing at the meaning of what the client has said 
and reflecting this back 
“You would like to understand why your mood changes like that” 
d. Reflecting feeling: emphasizing the emotional dimension through feeling 
statements and metaphors 
“It’s scary not to be able to understand your depressed feelings” 
4) Summaries: Summaries pull together the discussion, show that the provider has been 
listening, and can be used to reinforce discussion about change. The providers can use 
summaries to link material together and emphasize certain points. Summaries can be 
used at any time, not just at the end of a conversation. Regular summaries can help 
the teen feel listened to and understood, as well as keep track of the direction of the 
conversation and the story so far.  
"Let's stop for a minute to make sure I understand this correctly..." 
“So far, we’ve talked about…” 
       (Michigan Public Health Institute, 2017) 
 
As MI is focused on eliciting the motivation for positive change within each patient, it is 
important for providers to be able to recognize language that patients use that represent willing to 
change, and to know how to respond to this change talk. DARN CAT can be used to help 
recognize change talk. EARS can offer guidance on how to respond to change talk. 
 
 Desire: What does the teen want to do or not do? 
Ability: When the teen conveys confidence. It does not always include readiness to 
change. 
 Reasons (to, not to): Includes desires and needs, but can also add specificity 
 Need: Adds a sense of urgency to the situation 
 
 Commitment: Statements such as “I will do this” or “I can do this” 
 Activation: The adolescent conveys that they are willing to make a change  
 Taking Steps: When the teen has taken steps, they share about what they have  
 accomplished. 
 
When providers recognize change talk, they can use EARS to guide their response. 
 Explore: Ask for elaboration- “How will you do this?” “In what ways will you change?” 
 Affirm: Express agreement, encouragement, or appreciation 
 Reflect: Offer a simple or complex reflection 
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 Summary: Collect change talk in summaries 
(Salerno, 2017). 
 
It can take time and practice to effectively use motivational interviewing well with adolescent 
patients. Additional information and practice is available through: 
• Michigan Public Health Institute has online, self-paced modules available for health care 
professionals who work with adolescents. The module is titled “Motivational 
Interviewing- Risk Assessment” and can be accessed at 
https://courses.mihealth.org/PUBLIC/home.html  
• Teen Speak by Jennifer Salerno contains motivational-interviewing based techniques and 
suggested applicable for parents and people who work with adolescents. It can be 
purchased at Amazon.com. 
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6. Sexual Risk Behaviors 
   
When risk-taking behaviors have been detected through screening, providers should further 
assess the behaviors to determine the degree of severity of the risk. This evaluation of risk-taking 
behavior can take place with formal tools, or with motivational interviewing-based questions. 
After further evaluating risk-taking behaviors, providers can determine the appropriate treatment 
or response to the identified risks 
 
Sexual activity can put adolescents at risk for sexually transmitted infections, HIV, and 
unwanted pregnancies. High risk sexual behavior can have dramatic consequences for the 
physical and social well-being of youth. Youth who identify as LGBT may have additional 
health needs and risks, as the social stigma and discrimination these youth experience contribute 
to significant disparities in rates of preventive health care, psychiatric disorders, substance abuse, 
and suicide when compared to other youth (HealthyPeople.gov, 2017b).  
 
a. Evaluation of Sexual Risk: Sexual risk behaviors can vary among adolescents.  
 
Questions may include: 
Tell me about your sexual experiences- There are many ways to be intimate with someone 
(kissing, touching, sex, etc.). What experiences have you had? 
How many sexual partners have you had? Were your sexual partners male, female or both? 
What steps do you take to ensure you stay safe when you are sexually active?  
What do you know about (condoms, HIV, STIs, pregnancy)? 
Who can you talk to regarding your sexual experiences or questions? 
Does anyone make you do sexual things you don’t want to do? 
Does your partner threaten you, hurt you, or make you feel afraid? 
Does your partner shame or humiliate you? 
(Aday, 2017; Melnyk & Jensen, 2013; Possibilities for Change, 2017b). 
 
If patients disclose that they question their sexual orientation or gender identity, follow-up 
questions and comments may include some of the following as appropriate: 
Thank you for trusting me enough to share this information with me. I care about your health. Is 
it okay if we talk more?  
Are you attracted to guys/girls/both/neither? 
How do you identify when it comes to your sexual orientation? 
Have you talked with any other adult or any of your friends about being (their word to describe 
sexual orientation)? What was their response? 
Where do you feel you can be yourself? 
How do you identify when it comes to your gender? 
What name and pronouns would you like me to use? 
Have you talked with any other adult or any of your friends about being (their word to describe 
gender identity)? What was their response? How do you feel about your body? 
What is the general attitude towards LGBT issues at your school? Are you being teased, bullied, 
or harassed at school?  
(Forcier & Olson-Kennedy, 2017; Possibilities for Change, 2017b; Possibilities for Change & Michigan 
Department of Health and Human Services, n.d.).  
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Screen LGBT adolescent patients for depression, substance use and suicidality, as they have a 
significantly higher risk for these behaviors than heterosexual teenagers (Melnyk & Jensen, 
2013). 
 
Safety: It is important to assess whether LGBT youth feel safe at home, school, and the 
community. If they feel unsafe, do they have people they can share these concerns with? What 
support do they have? (Forcier & Olson-Kennedy, 2017) 
 
b. Responding to Sexual Risk Behaviors 
It is important for primary care providers to discuss sexual health, sexual development, and 
healthy behaviors early. Evidence shows that prevention is key, and interventions should begin 
before sexual activity is initiated. By discussing sexual health and development early, providers 
can help to facilitate communication between parents and children/adolescents (Melnyk & 
Jensen, 2013). 
 
Educate male and female adolescent patients about contraceptive options available to them. 
Encourage correct and consistent condom use with every act of sexual intercourse. Help 
adolescents who chose to be sexually active access the best contraceptive option for them, either 
through referrals or prescriptions. Options to consider include progestin implants, IUDs, Depo-
Provera, combined hormone methods, or a contraceptive patch (Committee on Adolescence, 
2014). 
 
Recommendation: Test all sexually active females younger than 24 years of age annually for 
chlamydia and gonorrhea. This can be done in a non-invasive manner with a urine test (LeFevre, 
2014).  
• Screening sexually active women between the ages of 16-24 years is a quality measure 
with the meaningful use initiatives (Michigan Health IT, 2014) 
• Order “CT+NG, DNA, PCR Urine” in Athena 
Consider HIV testing for all sexually active adolescents (Forcier & Olson-Kennedy, 2017).  
 
Recommendation: Offer additional testing to LGBT youth based on their sexual activity and 
practices. Adolescent males who have sex with other males should be screened at least annually 
for chlamydia and gonorrhea, from their urethral and rectum (Committee on Adolescence & 
Society for Adolescent Health and Medicine, 2014).  Men who have sex with men should be 
screened annually for syphilis, hepatitis C, and HIV. Offer these patients immunizations against 
HPV, Hepatitis A, and Hepatitis B, as well as the meningococcal vaccination, if they have not 
already been received (Possibilities for Change & Michigan Department of Health & Human 
Services, n.d.). 
 
Women who have sex with women should be offered immunizations against HPV, and be 
screened for HIV, trichomonas, and bacterial vaginosis, along with gonorrhea and chlamydia 
(Possibilities for Change & Michigan Department of Health & Human Services, n.d.).   
 
The most up to date information on STI treatment can be found at 
https://www.cdc.gov/std/treatment/default.htm   
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7. Substance Use 
When risk-taking behaviors have been detected through screening, providers should further 
assess the behaviors to determine the degree of severity of the risk. This evaluation of risk-taking 
behavior can take place with formal tools, or with motivational interviewing-based questions. 
After further evaluating risk-taking behaviors, providers can determine the appropriate treatment 
or response to the identified risks 
 
Substance use among adolescents can increase the risk of injury, violence, mental illness, and 
unsafe sexual behaviors. Most people use substances for the first time when they are teens; 
failing to identify and intervene with adolescent use can evolve to abuses and dependence 
(Melnyk & Jensen, 2013).  
 
Substance use is a prevalent problem among adolescent patients. Providers should screen for 
the use of substances, evaluate the effect on their patient’s life, and offer appropriate guidance. 
 
a. Evaluation of Substance Use: Due to their neurobiological differences, when compared 
to adults, adolescent patients respond to alcohol and other drugs in ways that increase the 
likelihood that they will engage in high risk behaviors and will increase their risk of developing 
dependence. This increased vulnerability to substance use disorders is due to their propensity to 
binging, which accelerates the transition to dependence, their vulnerability to the 
neurodegenerative effects of alcohol and other substances, and their stage of brain maturation 
(Killeen, McKinnon, & Hirsh, 2013).  
 
The CRAFFT tool is a validated screening tool that can be used for adolescents under the age of 
21 to assess whether a longer conversation about substance use is warranted. It is recommended 
for use by the American Academy of Pediatrics (Bukstein, 2016). It is a series of 6 questions 
developed to screen for high risk substance use behaviors in adolescents. The screening tool can 
be accessed and downloaded from http://www.ceasar-
boston.org/CRAFFT/pdf/CRAFFT_English.pdf  
The CRAFFT Tool begins by asking: During the past 12 months, did you drink any alcohol 
(more than a few sips)? Smoke any marijuana or hashish? Use anything else to get high? 
If the answers to all three questions is no, only ask the first question of the CRAFFT. If any 
answers are yes, ask all six questions. 
C: Have you ever ridden in a car driven by someone (including yourself) that was “high” or had 
been using alcohol or drugs? 
R: Do you ever use alcohol or drugs to relax, feel better about yourself, or fit in? 
A: Do you ever use alcohol or drugs while you are by yourself or alone? 
F: Do you ever forget things you did while using alcohol or drugs? 
F: Does your family/friends ever tell you that you should cut down on your drinking or drug 
use? 
T: Have you ever gotten in trouble while you were using alcohol or drugs? 
Two or more positive responses suggest the need for further assessment and care by a specialist.  
 
The clinical presentation, and screening and evaluation results, of an adolescent with substance 
use depends on where they are on the continuum from experimentation to dependence. The 
severity of substance use is determined by the extent of drug or alcohol involvement, how many 
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substances are used, and the severity of consequences experienced due to substance use (Killeen 
et al., 2013).  
 
If the patient reports alcohol use, the Alcohol Use Disorders Identification Test (AUDIT) can be 
used to further evaluating alcohol intake and drinking. It is a 10-question test that can be either 
patient administered, or self-administered. It can be downloaded for free from 
https://www.drugabuse.gov/sites/default/files/files/AUDIT.pdf    
 
There is a high rate of co-occurring mental health disorders among adolescents who use 
substances or have a substance use disorder. Consider screening for ADHD, depression, bipolar 
disorder, anxiety, and post-traumatic stress disorders when substance use is detected through 
screening (Bukstein, 2016).  
 
Prescribing guidelines: The use of prescribed opioids before the 12th grade is independently 
associated with future opioid misuse, but education and prevention efforts have potential to 
reduce this misuse (Miech, Johnston, O’Malley, Keyes, & Heard, 2015). Providers must be 
cautious in prescribing opioids to adolescents to ensure safety and efficacy. Strategies to increase 
opioid safety among adolescent patients include: 
• Reserve opioid use for moderate to severe acute pain for pediatric patients 
• NSAIDs and acetaminophen should be utilized, as tolerated, and given around the clock 
at appropriate dosages for weight to reduce the need for opioids 
• Hydromorphone and morphine are the opioids of choice; avoid codeine and tramadol 
• When used for acute pain, use short-acting forms. Prescribe the lowest effective dose. 
Only dispenses enough to use during the expected duration of pain.  
• Follow-up on medication use and disposal at future appointments 
• Run a MAPS report before prescribing opioids to adolescents.  
• Screen for mental health disorders or risk for addiction.  
• Educate families and patients on the risks of opioid use and dependence 
(Nationwide Children’s Hospital, 2016; Prescribing Guidelines for Pennsylvania, 2017) 
 
b. Responding to Substance Use 
The diagnosis of a substance use disorder is based on the criteria from the DSM-5. The severity 
of the disorder is determined based on how many diagnostic criteria are met (Bukstein, 2016). 
 
The SBIRT model is an evidence-based intervention to guide providers in responding to 
substance use in patients. The acronym stands for “screening, brief intervention, and referral for 
treatment” (Agerwala et al., 2012; Killeen et al., 2013; Sterling et al., 2012).  
 
Patient who have low risk substance use identified through screening activities should receive a 
brief intervention from the health care provider in the office. The goal of this intervention is to 
encourage patients to make healthy choices regarding behaviors through a short conversation. 
Providers can utilize praise, feedback, encouragement, and/or advice to help the adolescent 
recognize the risk from their substance use behaviors (Ahadpour, Forman, Kleinschmidt, 2014). 
Motivational interviewing techniques can also be used to help providers address the risks 
associated with substance use (Killeen et al., 2013; Sterling et al., 2012). 
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Brief interventions might include the following: 
What are some things you have done while you were under the influence of (substance) that you 
normally wouldn’t do? 
When do you see yourself quitting using (substance)? 
What would it take for you to quit using (substance)? 
What would you like to do about your use of (substance)? 
Help to develop discrepancy related to substance use: What are the pros and cons about your 
substance use?  
Give advice related to substance use: As a health care provider, I recommend… 
Help develop a plan: What would you like to do regarding your substance use? 
(Ahadpour et al., 2014; Possibilities for Change, 2017b) 
 
Based on the severity of the substance use and the patient’s openness to help, health care 
providers can either choose to follow-up on substance use with adolescent patients at future 
visits, or can refer to substance use treatment.  
 
Substance use treatment for adolescents in West Michigan are available from Wedgewood 
Christian Services and Arbor Circle. Services range from outpatient counseling to intensive 
inpatient treatment.  
 
If providers want to learn more about utilizing SBIRT with adult and adolescent patients, they 
can access a CME activity with a Medscape account at 
https://www.medscape.org/viewarticle/830331  
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8. Mental Health Concerns 
When risk-taking behaviors have been detected through screening, providers should further 
assess the behaviors to determine the degree of severity of the risk. This evaluation of risk-taking 
behavior can take place with formal tools, or with motivational interviewing-based questions. 
After further evaluating risk-taking behaviors, providers can determine the appropriate treatment 
or response to the identified risks 
 
Four key behavioral and mental health concerns among adolescent patients are depression, 
anxiety, suicidal ideation, and eating disorders, due to the number of individuals affected and/or 
the level of impairment and distress associated with these conditions. Providers should consider 
screening for substance use when mental health concerns are detected (Bukstein, 2016).  
 
A. Depression:   
Evaluation: All adolescents should be screened for major depressive disorder (Siu, 2016). If 
time is limited, screening can be achieved with two questions, from the PHQ-2: Over the past 2 
weeks, how often have you been bothered by 1) having little interest or pleasure in doing things, 
or 2) feeling down, depressed or hopeless? Free to download at 
http://www.cqaimh.org/pdf/tool_phq2.pdf  
 
Screening for clinical depression for patients over the age of 12 years is a meaningful use 
measurement. To meet the criteria for meaningful use, providers must screen their adolescent 
patients with an age-appropriate screening tool. For any positive screenings, a follow-up plan 
must be documented on the same date as the positive screening (Michigan Health IT, 2014). 
 
Additional adolescent screening tests for depression include: 
• The Patient Health Questionnaire-9 (PHQ-9) has been found to be effective in screening 
patients as young as 13 years of age, using the diagnostic criteria of the DSM, in 9 short 
questions. Free to download at http://www.cqaimh.org/pdf/tool_phq9.pdf  
• The Center for Epidemiological Studies Depression Scale for Children (CES-DC) is a 
20-question survey that screens for depression in children and teenagers. Scores over 15 
represent significant depression. Free to download at 
http://www.psych.uic.edu/csp/images/stories/physicians/rating%20scales/CES-DC.pdf  
 
If adolescent patients have positive screenings for depression, consider asking further questions 
about the following: (Melnyk & Jensen, 2013) 
• Mood: Sad, down, grouchy most of the day? Crying a lot? More argumentative? 
• Anhedonia: Able to find enjoyment in the same things? Bored/tired a lot? 
• Negative self-concept: How do you feel about yourself from 0 (poor) to 10 (good)? 
• Guilt: Do you feel badly or guilty about things you have done? 
• Relationships with friends: Do you have friends? Are you liked by others? 
• Neuro-vegetative signs: How is your sleep, appetite, concentration? Fatigued? 
• Somatic symptoms: Do you have problems with headaches or stomachaches? 
• Suicidal ideations: Do you ever wish you were dead? Have you ever try to hurt yourself? 
Do you ever think about death or make plans to hurt yourself? 
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• Current health and medications: What medications are you taking? Other health 
problems? 
• Alcohol and drug use: How much alcohol do you drink and how often? What drugs are 
you using? 
 
Bipolar disorder: Bipolar disorder can present with symptoms of depression, but are treated 
differently. When evaluating symptoms of depression, inquire as to whether there have been any 
times of decreased sleep, inflated self-esteem/grandiosity, increased speech, increased 
distractibility, psychomotor agitation, or excessive involvement in activities that have a great 
potential for painful consequences in the patient’s past. These may be warning signs for bipolar 
disorder, indicating a need for treatment by a mental health professional.  
 
Responding to Depressive Symptoms: Diagnoses to consider with symptoms of 
depression include major depressive disorder, persistent depressive disorder (dysthymia), 
disruptive mood dysregulation disorder, premenstrual dysphoric disorder, substance/medication-
induced depressive disorder, and depressive disorder due to another medical condition. The 
criteria for each diagnosis can be found in the DSM-5 (American Psychiatric Association, 2013). 
 
Consider ruling out medical conditions or medications that could be causing symptoms of 
depression, including hypothyroidism, anemia, mononucleosis, substance withdrawal, diabetes, 
lupus, or lead intoxication. Medication side effects that can present similarly to depression 
include benzodiazepines, beta-blockers, clonidine, corticosteroids, Accutane, and oral 
contraceptives (Melnyk & Jensen, 2013).  
 
If history is concerning for bipolar disorder: Refer for evaluation, diagnosis, and treatment. 
 
The Guidelines for Adolescent Depression in Primary Care (GLAD-PC) toolkit was 
developed to help primary care providers assess, diagnose, and treat adolescent depression 
appropriately. The full guidelines can be downloaded from http://www.glad-pc.org/ It contains 
information on early identification, screening and diagnostic aids, treatment information for 
providers, treatment referrals and follow-up, speaking with adolescents and parents, educational 
materials for adolescents, educational materials for parents, billing, and organizational change. 
The GLAD-PC recommendations include identification, assessment/diagnosis, initial 
management of depression, treatment, and ongoing management (The Reach Institute, 2017).  
 
Psychotherapy should be utilized for mild to moderate depression initially (The Reach Institute, 
2017). Cognitive behavioral therapy and interpersonal therapy have been shown to be effective 
for adolescent depression (Melnyk & Jensen, 2013). Careful and regular follow-up with 
interdisciplinary collaboration is important. 
 
If moderate depression is not responding to therapy after 6-8 weeks, or depression is severe, 
consider adding medications in conjunction with counseling (The Reach Institute, 2017). 
Selective serotonin reuptake inhibitors (SSRIs) are the first line medications for adolescent 
depression. Start at low doses, and increase slowly. An eight-week trial is recommended to wait 
for an effect before making changes. Educate patients and families on the risk of serotonin 
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syndrome and potential increase in suicidal ideation. Antidepressants should be continued for 6-9 
months after target symptoms have improved, and then weaned slowly (Melnyk & Jensen, 2013).  
 
B. Anxiety:  
Evaluation: Anxiety disorders are among the most common mental health problems in 
children and teens. They are often misdiagnosed with ADHD, and they may also have depressive 
symptoms with anxiety disorders. Physical symptoms of anxiety in children and teens may 
include agitation, headaches, abdominal complaints, sleep difficulties, fatigue, palpitations, 
tachycardia, muscle tension, dizziness, tinging, or tremors (Melnyk & Jensen, 2013).  
 
Consider asking: (Melnyk & Jensen, 2013) 
• Are the anxiety symptoms in response to a specific stimulus, spontaneous, or 
anticipatory? 
• What situations bring the anxiety symptoms on? What are the reinforcers for the 
symptoms? 
• Is there a history of trauma, recent stressful life events, or transitions? 
• To what extent does the anxiety interfere with or impair the patient’s daily functioning? 
What is the impact on sleep, energy, appetite, and concentration? 
 
Screening tool: GAD-7. While the Generalized Anxiety Disorder-7 Scale has primarily been 
tested with adults, it is commonly used with adolescents. It has high sensitivity and specificity 
for generalized anxiety disorder, and high specificity for panic disorder, social anxiety disorder, 
and post-traumatic stress disorder. Scores of 5, 10, and 15 represent mild, moderate, and severe 
levels of anxiety respectively. It is suggested that scores of greater than 10 be further evaluated 
(Spitzer, Kroenke, Williams, & Lowe, 2006). 
 
Other tools that can be used to further evaluate identified anxiety include: (Melnyk & Jensen, 
2013) 
• KySS Worries Questionnaire: 15 Likert-scale questions to identify common worries in 
patients age 10-21 years. Free for download at 
https://www.napnap.org/ProgramsAndInitiatives/MentalHealth/MentalHealthGuide/Ment
alHealthGuideHandouts.aspx  
• Screen for Child Anxiety Related Disorders (SCARED): child and parent versions, 41 
items to self-report anxiety-related symptoms. Free for download at 
http://www.psychiatry.pitt.edu/sites/default/files/Documents/assessments/SCARED%20
Child.pdf  
 
Responding to Anxiety symptoms: Diagnoses to consider with symptoms of anxiety 
include separation anxiety disorder, generalized anxiety disorder, acute stress disorder, post-
traumatic stress disorder, and obsessive-compulsive disorder. The criteria for each diagnosis can 
be found in the DSM-5 (American Psychiatric Association, 2013).  
 
Consider ruling out medical conditions or medications that could be causing symptoms of 
anxiety, including asthma, migraines, hyperthyroidism, hypoglycemia, lead intoxication, caffeine 
intake, stimulants, steroids, nasal decongestants, and antihistamines (Melnyk & Jensen, 2013). 
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Treatment approaches to consider include: (Melnyk & Jensen, 2013) 
• Educating parents and patients about common signs and symptoms of anxiety 
• Enhance coping skills 
• Environmental changes to promote optimal sleep habits, decrease stressors, or establish 
predictable routines, as possible 
• Referral to therapy: Cognitive-behavioral therapy or cognitive behavioral skill-building 
and interventions can be helpful 
• If medications are needed, first line options include selective serotonin reuptake 
inhibitors or buspirone 
 
C. Suicidal Ideation: 
Evaluation: It is a meaningful use measure to screen for suicide ideation and risk in all 
patients between the age of 6-17 years with a diagnosis of major depressive disorder (Michigan 
Health IT, 2014). There are a variety of tools or strategies that can be used to help screen for 
suicidal ideation and to detect the level of risk. 
 
The ASQ (Ask Suicide Screening Questions) contains 4 screening questions that can be 
utilized to help determine the presence and risk of suicidal ideation. It was validated for use with 
pediatric and young adult patients in an emergency room. It takes less than 2 minutes to 
complete. Positive response to one or more of the questions identified 97% of the youth at risk 
for suicide, regardless of their reason for seeking health care. Specificity was 87.6%. Free to 
download at https://www.nimh.nih.gov/news/science-news/2013/file_143902.pdf  
 “In the past few weeks, have you wished you were dead?” 
 “In the past few weeks, have you felt that you or your family would be better off if you 
were dead?” 
 “In the past week, have you been having thoughts of killing yourself? 
 “Have you ever tried to kill yourself? If so, how? When?” 
If the patient answers yes to any of these questions, ask “Are you having thoughts of killing 
yourself right now? (Horowitz et al., 2012)  
 
The SAFE-T (Suicide Assessment Five-Step Evaluation and Triage) can be used to guide the 
assessment and evaluation of suicidal ideation. It considers risk factors, protective factors, and 
suicide inquiry to determine a level of risk, with suggested interventions. It can be downloaded at 
https://store.samhsa.gov/shin/content//SMA09-4432/SMA09-4432.pdf  (Fowler, 2012). 
 
The warning signs for acute risk for suicide can be assessed by using the pneumonic: IS PATH 
WARM.  
I= Ideations  
S=Substance abuse  
P= Purposelessness  
A= Anxiety  
T= Trapped  
H= Hopelessness  
W= Withdrawal  
A= Anger  
R= Recklessness  
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M= Mood change  
An adolescent at acute risk for suicidal behavior will often show an increase in any of these 
warning signs (American Association of Suicidology, 2017). 
 
Responding to suicidal ideation: Suicidal ideation and non-suicidal self-injury (NSSI) 
can be distinguished from each other by considering the attitude towards life and death, level of 
physical damage and potential lethality, level of psychological pain, presence of constriction of 
cognition, and risk factors. With suicidal ideation, patients are repulsed by life, and the 
motivation to end their life is a solution to difficulties. Suicidal ideation often includes serious 
physical damage or lethal means of self-harm.  They have an unendurable and persistent level of 
psychological pain. They have constricted cognition; suicide is seen as the only way out, and 
they are unable to recognize other choices or options. Individuals with suicidal ideation often 
have greater risk factors, including psychosocial status, psychiatric comorbidities, hopelessness, 
history of abuse, and behavioral risks (Mitchell, Kane, Kameg, Spino, & Hong, 2013). 
 
The level of suicide risk is determined by assessing protective factors, risk factors (including 
factors that are modifiable), and the specific suicide inquiry or plan, with input from the patient 
and family. Suicide risk considers the content and nature of suicidal ideation, the anticipated 
method and planning, the access to means, the motivation, or factors related to intent, factors 
related to emotional/behavioral regulation, factors related to support systems, and factors related 
to stressors. The highest risk is present in patients with clear intent, disinhibition, and access to 
lethal means (Mitchell et al., 2013) 
 
Providers should address and develop safety plans with their patients with suicidal ideation. 
Instead of contracting for safety, the best practice focuses on generating a plan for safety 
(Kennebeck & Bonin, 2017). A sample of a template that can be used to develop a safety plan 
can be found at http://www.sprc.org/sites/default/files/Brown_StanleySafetyPlanTemplate.pdf  
 
Patients with low risk should be referred to mental health treatment. Patients with moderate to 
high risk (active suicidal ideation with a plan, or any recent/current suicidal behavior) should be 
referred for an urgent mental health evaluation and treatment. When patients are in an acute 
suicidal crisis, they must be kept safe and evaluated emergently; this usually involves sending 
the patient to the emergency room (Kennebeck & Bonin, 2017). Antidepressants do not play a 
role in the acute management of suicidal ideation, but they may play a role in treating underlying 
disorders (Kennebeck & Bonin, 2017). 
 
D. Eating Disorders:  
Evaluation: There are a variety of ways to screen for unbalanced nutrition, disordered eating, 
or concerns with body image. 
 
Follow up questions to consider include: 
When you look at yourself in the mirror, what do you see? What do you like about yourself? 
How do you feel about your body? What would it take for you to feel OK with your body size? 
When/Where do you eat most of your fruits and vegetables? 
How could you eat more fruits and vegetables every day? 
(Possibilities for Change, 2017). 
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Two short screening tools that can be used to further screen for eating disorders include the 
SCOFF and Eating Disorder Screen for Primary Care (Forman, 2017).  
 
SCOFF: Do you make yourself Sick because you feel uncomfortably full? 
 Do you worry you have lost Control over how much you eat?  
Have you recently lost more than One stone (14 pounds/6.35kg) in 3 months?  
Do you believe yourself to be Fat when others say you are too thin?  
Would you say that Food dominates your life?  
Two or more “yes” answers is 100% sensitive and 87.5% specific for an eating disorder 
(Foreman, 2017). 
 
Eating Disorder Screen for Primary Care: Are you satisfied with your eating patterns?  
Do you ever eat in secret?  
Does your weight affect the way you feel about yourself?  
Have any members of your family suffered with an eating disorder?  
Do you currently suffer with or have you ever suffered in the past with an eating disorder?  
Two abnormal responses is 100% sensitive and 71% specific for an eating disorder (Foreman, 
2017). 
 
Responding to disordered eating: There are five levels of care for eating disorders: 
outpatient, intensive outpatient, partial hospitalization, residential, and inpatient. The level of 
care that each patient with an eating disorder needs depends on their medical and psychological 
stability. Medical stability is determined through a comprehensive physical assessment, and by 
the percentage of the ideal body weight, resting heart rate and blood pressure, and electrolyte 
values (American Psychiatric Association, 2010). Hospital admission should be considered for 
patients with bradycardia, hypotension, orthostatic vital sign changes, electrolyte abnormalities, 
including hypokalemia, and an actual weight less than 75% of the ideal body weight for size, or 
BMI less than 16 (Priority Health, 2016).  
 
When providers suspect patients of having an eating disorder, they should obtain laboratory 
tests including a complete blood count, electrolyte measurements, liver function tests, thyroid 
function tests, and a urinalysis. If the patient is amenorrhoeic, additional tests should be obtained 
to rule out other causes for amenorrhea. An electrocardiogram should be obtained for any patient 
with bradycardia or electrolyte abnormalities. Most laboratory results will be normal in most 
patients with eating disorders; this helps to determine the level of physiological illness only. 
Medical complications of eating disorders can occur in all systems (Committee on Adolescence, 
2003).   
 
Eating disorders are generally treated with nutritional rehabilitation and psychotherapeutic 
interventions.  Fluoxetine is FDA-approved for treatment of bulimia, but SSRIs are of limited 
use with other eating disorders (American Psychiatric Association, 2010). Due to the complexity 
of treating eating disorders, an interprofessional team approach is recommended. Primary care 
providers remain an important part of the treatment team (Committee on Adolescence, 2003). 
 
Eating disorder treatment is available in West Michigan at Pine Rest, Forest View, and 
Comprehensive Treatment for Eating Disorders, LLC. 
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9. Evidence-based Pathways 
The following are intended to be quick references to guide providers in 
responding to potential risky behaviors or concerns with adolescents. The details 
and rationale are included in the previous sections. 
 
Evidence-based Pathway: Adolescent Sexual Activity 
 
Adolescent with sexual activity 
 
 
 
Assess: number of partners, gender of partners, current contraceptive use, condom use, 
history of STI, STI testing, history of pregnancy, history of dating violence, abuse, or 
assault 
 
 
 
Discuss sexual health and development and contraceptive options with the adolescent 
 
 
 
 
  
Offer referrals or 
prescriptions for 
contraception as 
desired 
For LGBT or 
questioning youth, 
screen for depression, 
safety, and substance 
use. Offer additional 
screening as 
appropriate (MSM: 
hepatitis C, HIV, 
syphilis, and gonorrhea 
and chlamydia) (WSW: 
HIV, trichomonas, 
bacterial vaginosis, and 
gonorrhea and 
chlamydia).  
Offer appropriate STI 
testing based on age, gender, 
and activity 
HIV testing for all 
sexually active 
adolescents 
Gonorrhea and 
chlamydia testing by 
urine for all sexually 
active females under 
the age of 24 years 
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Evidence-based Pathway: Adolescent Substance Use 
 
Adolescent with concerns for risky substance use or abuse 
 
 
 
Administer the CRAFFT Screening Tool 
 
 
  
If CRAFFT is negative, 
provide anticipatory 
guidance on the risks of 
substance use If CRAFFT is positive, screen for 
other mental health concerns, such 
as ADHD, PTSD, anxiety, and 
depression. Consider using the 
AUDIT tool to specifically evaluate 
alcohol use 
 
 
SBIRT: After screening, 
respond to substance use with 
motivational interviewing-based 
statements for a brief 
intervention. Consider follow-up 
in the office and/or referral 
based on the results of the 
assessment and evaluation 
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Evidence-Based Pathway: Adolescent Depression 
 
 
All adolescents over the age of 12 years should be screened for depression 
 
 
 
   PHQ      CESD 
 
 
 
Further evaluate any identified concerns from screening tools. Rule out any history of 
mania or elevated mood. Rule out potential medical causes of symptoms 
 
 
 
 
Diagnose the presence of depression and the severity of symptoms 
 
 
 
 
 
 
  
Mild-Moderate symptoms: Refer 
to psychotherapy, such as 
cognitive-behavioral therapy or 
interpersonal therapy 
Moderate symptoms not improving 
with therapy and severe symptoms: 
Start medications along with 
psychotherapy. Start with selective 
serotonin reuptake inhibitors.  
Follow up with patients to ensure 
adequate resolution of depressive 
symptoms. Continue medications for at 
least 6-9 months after symptoms 
improve. Follow recommendations in 
the Guidelines for Adolescent 
Depression in Primary Care (GLAD-
PC) tool kit. 
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Evidence-based Pathway: Adolescent Anxiety 
 
Patient, Provider or Family has concern for anxiety 
 
 
 
 
Assess for anxiety symptoms with the use of a screening tool 
 
 
 
 
   GAD-7   SCARED  KySS Worries Questionnaire 
 
 
 
 
Further evaluate any identified symptoms. Rule out any medical causes for 
symptoms 
 
 
 
 
First line treatment for anxiety: Education, environmental changes as possible, and 
therapy to increase coping skills 
 
 
 
 
If symptoms persist, consider adding medications: selective serotonin reuptake 
inhibitors and buspirone are indicated for adolescent depression 
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Evidence-based Pathways: Adolescent Suicidal Ideation 
 
Patient, Provider or Family has concerns related to suicidal ideation 
 
 
 
 
 
Screen for suicidal ideation with the ASQ, SAFE-T, or 
IS PATH WARM pneumonic 
 
 
 
 
 
 
If screenings are positive, differentiate suicidal ideation from non-suicidal self-injury with 
assessment.  
 
 
 
 
Determine the level of suicide risk 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Meaningful Use 
requirement: All 
patients age 6-17 years 
with a diagnosis of 
depression must be 
screened for suicidal 
ideation 
Low risk: No current plan, 
but history of suicidal 
thoughts 
 
 
 
Develop a safety plan with 
patient. Refer to mental 
health treatment. 
Moderate-high risk: Active 
suicidal ideation with a plan, 
or any recent or current 
suicidal behavior 
 
 
Refer to urgent mental health 
evaluation and treatment. 
This often requires the 
emergency room 
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Evidence-based Pathways: Adolescent Eating Disorders 
 
Patient, Provider, or Family has concerns for disordered eating, unbalanced nutrition, or 
altered body image 
 
 
 
Screen for eating disorders 
 
 
 
  SCOFF     Eating Disorder Screen for   
         Primary Care 
 
 
If screening is negative, provide  
anticipatory guidance on  
nutrition and weight 
 
 
 
 
 
 
Determine the level of care needed by the patient 
 
 
 
 
Consider a hospital admission if  
the patient is bradycardic,  
hypotensive, has electrolyte  
abnormalities, a BMI less than 16,  
or weighs less than 75% of the  
ideal body weight 
 
 
 
 
 
 
 
 
If the screening is positive, send 
lab-work to determine medical 
stability. Consider a CBC, CMP, 
thyroid panel, urinalysis, and EKG 
if patient is bradycardic 
Refer medically stable patients 
to eating disorder programs. 
They may receive care through 
outpatient services, partial 
hospitalization services, or 
residential care 
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10. Resources 
 
Sexual Risk Factors: 
The National Campaign to Prevent Teen and Unplanned Pregnancy: Information for 
adolescents on birth control methods, and many other resources at 
http://thenationalcampaign.org/  
 
Birth Control: Easily understood information on birth control options and other sexual health 
questions can be found at https://www.bedsider.org/methods, https://sexetc.org/ and 
http://stayteen.org/  
 
Advocates for Youth: Resources for providers and parents to educate adolescents on sexual 
health information and resources at http://advocatesforyouth.org/  
 
LGBT National Help Center: Provides peer-support to LGBTQ youth through hotlines, peer-
support chats, and other resources at https://www.glbthotline.org/  
  
The Trevor Project: Provides LGBTQ youth with live, 24/7 trained support through a hotline, 
text-messages, or instant messaging, for youth in crisis or in need of a non-judgmental place to 
talk at https://www.thetrevorproject.org/  
 
Kent County Health Department: STI counseling, testing, and treatment is provided free of 
charge to patients at the Fuller Street Clinic for patients over 13 years of age. Minors do not need 
parental consent for counseling, testing, or treatment. Condoms are offered free of charge. 
Appointments are needed. More information at 
https://www.accesskent.com/Health/PersonalHealth/default.htm  
  
Planned Parenthood: Clinic in Grand Rapids offers birth control, STD testing and treatment, 
pregnancy testing, and men’s and women’s health care. Teens-only walk-in appointments 
accepted Tuesdays from 2:30-5:00 p.m. Most birth control will be covered for free. Insurance is 
accepted, otherwise fees are sliding scale. More information at 
https://www.plannedparenthood.org/health-center/michigan/grand-rapids/49503/irwinmartin-
health-center-3295-90630  
 
National Sexual Assault Hotline: Call 800-656-4673 to connect with a trained staff member 
from a sexual assault service provider in your area to access a range of free services. Services are 
available 24/7. Crisis chat is also available at https://hotline.rainn.org/online/terms-of-service.jsp  
 
Rape, Abuse, & Incest National Network (RAINN): RAINN has resources for providers, 
families, and patients related to sexual assault, sexual abuse, and safety and prevention at 
http://www.rainn.org 
 
Love is Respect: Contains information on healthy relationships, abusive relationships, resources, 
and crisis talk, chat, and text resources at http://www.loveisrespect.org/  
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Safe Haven Ministries: Safe Haven offers case management services and support groups for 
female victims of domestic violence. They have a 24/7 hotline available at 616-452-6664, where 
they are also willing to answer questions from providers about domestic violence. More 
information at http://safehavenministries.org/  
 
YWCA: The YWCA offers help with safety planning, referrals, counseling services, and support 
groups for victims of domestic or dating violence in Grand Rapids. They have a 24 hour crisis 
line at 616-451-2744. More information at http://www.ywcawcmi.org/dv-services.php 
 
Children’s Assessment Center: The Children’s Assessment Center in Grand Rapids offers 
therapy to children ages 3-18 who have been sexually abused, as well as forensic interviews, 
family advocacy, and community advocacy. More information at http://cac-kent.org/  
 
Substance Use: 
National Institute on Drug Abuse for Teens: Provides information for teens, parents, and 
teachers on substance use and risky behaviors at https://teens.drugabuse.gov 
 
Above the Influence: Information for adolescents on the risks of various substances and how to 
find help for substance use concerns at http://abovetheinfluence.com/  
 
Parent Talk Kit: Contains suggestions and strategies for helping parents to talk to their 
adolescents to prevent drug and alcohol abuse at 
http://medicineabuseproject.org/assets/documents/parent_talk_kit.pdf 
 
SAMHSA: The Substance Abuse and Mental Health Services Administration website has a wide 
variety of information available for providers on topics, campaigns, and assistance finding 
treatment providers. More information is available at https://www.samhsa.gov/  
 
TalkSooner: An app that provides easy-to-understand education on the risks of different 
substances to help parents discuss this topic with their teenagers at http://www.talksooner.org 
 
Arbor Circle: Arbor Circle provides a variety of alcohol and drug counseling services for teens 
and adults in West Michigan. Some are offered free of charge, others are covered by most 
insurances. More information at http://www.arborcircle.org/programs-services/community-
based-recovery-services  
 
Wedgewood: Wedgewood Christian Services provides a variety of substance use services for 
teens and adults in West Michigan, including counseling, intensive outpatient programs, and 
residential substance abuse services. They treat more adolescents than any other organization in 
Michigan. More information at http://www.wedgwood.org/substance-abuse-treatment  
 
National Alcohol and Drug Abuse Hotline: Available 24/7/365, providing free information on 
mental health and/or substance use disorders. The helpline can also provide referrals to local 
treatment, support groups, or community-based organizations. The helpline can also send free 
information publications to those interested. More information at https://www.samhsa.gov/find-
help/national-helpline or call 1-800-662-HELP (4357) 
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Mental Health: 
American Academy of Pediatrics: The AAPP has mental health resources available for 
providers at https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Mental-
Health/Pages/Key-Resources.aspx 
 
Suicide Hotline: Anyone in crisis, whether they are considering suicide or not, can call the 
National Suicide Prevention Hotline at 800-273-8255 to speak with a trained crisis counselor 
24/7 for free, confidentially.   
 
Crisis Text-line: A crisis text-line, with a 24/7 connection with a trained counselor, is available 
by texting HOME to 741-741. https://www.crisistextline.org/ 
 
National Alliance on Mental Illness: Support groups for families and individuals with mental 
illness, and many educational resources. There is a local chapter located in Grand Rapids. 
www.nami.org 
 
Family education: Facts for Families from the American Academy of Child & Adolescent 
Psychiatry has information on many mental health disorders for families: 
https://www.aacap.org/aacap/Families_and_Youth/Facts_for_Families/Home.aspx  
 
Bullying: The KnowBullying app (for iPhone and Google Play) from the Substance Abuse and 
Mental Health Services Administration helps parents discuss bullying, engage with their kids and 
teens, and learn tips to prevent bullying. https://store.samhsa.gov/apps/knowbullying/index.html 
 
MC3: Michigan Child Collaborative Care (MC3) provides psychiatric consults to primary care 
providers managing mild to moderate mental health problems for patients up to age 26 years, 
including pregnant women or women considering pregnancy. Enrolled providers who submit 
requests for consults will hear from a psychiatrist within the same day, in most cases. Telehealth 
consults are also available. https://mc3.depressioncenter.org/  
 
Mindfulness: The Stop, Breathe, Think app can be used to promote emotional awareness, 
mindfulness, and meditation for patients dealing with high levels of stress and anxiety. A kids’ 
version is available as well at https://www.stopbreathethink.com/  
 
Anxiety: Resources for adolescents on anxiety, coping strategies, and other resources can be 
found at http://youth.anxietybc.com/  
 
Suicide Prevention Resource Center: The Suicide Prevention Resource Center contains 
resources, programs, training, and events for providers at http://www.sprc.org/  
 
American Association of Suicidology: The American Association of Suicidology provides 
training for providers, resources and information for providers, and resources for supporting 
survivors and families at http://suicidology.org/  
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Suicide Safe: Suicide Safe is an app through SAMHSA that helps providers integrate suicide 
prevention strategies into their practice, and address suicide risk among patients. It is based on 
the SAFE-T tool, and includes treatment resources, conversation starters, and educational 
materials. It is available for Apple and Android devices. 
https://store.samhsa.gov/apps/suicidesafe/index.html  
 
The Jason Foundation: The Jason Foundation has resources for youth suicide prevention for 
students, parents, and others, including facts about suicide risk, professional development on 
suicide awareness, and a free app that provides information, tools, and resources on how to help 
others struggling with suicidal ideation at http://jasonfoundation.com/  
 
Youth Mental Health First Aid: Free training offered through Network 180 on common mental 
health challenges with adolescents, adolescent development, and how to help adolescents in 
crisis and non-crisis situations. Appropriate for anyone who works with teenagers. More 
information available at https://www.network180.org/en/training/mental-health-first-aid  
 
GLAD-PC: The Guidelines for Adolescent Depression in Primary Care can be downloaded from 
http://www.glad-pc.org/  
 
National Eating Disorders Association (NEDA): Information about support groups, screening, 
resources, and advocacy is available at https://www.nationaleatingdisorders.org/. A helpline is 
also available by call, text, or instant message.   
 
Pine Rest: Pine Rest has services available for adolescents related to eating disorders, 
depression, anxiety, grief, and more, in a wide variety of treatment options, from inpatient 
hospitalization to outpatient counseling. More information is available at http://www.pinerest.org  
 
Forest View: Forest View provides psychiatric services in a wide variety of treatment levels. 
They have a specialty program related to eating disorders. They treat a wide variety of emotional 
and behavioral difficulties. More information available at 
https://forestviewhospital.com/programs-services/services/childadolescent-treatment/  
 
Comprehensive Treatment for Eating Disorders, LLC: Provides outpatient counseling, 
intensive outpatient services, and support groups for a wide variety of eating disorders in Grand 
Rapids. More information at http://eatingdisordersmichigan.com/   
 
MiEDA: Michigan Eating Disorder Alliance provides education and prevention efforts for 
eating disorders for young people, parents, educators, and health care professionals. MiEDA 
Ministries can help to address the spiritual components of eating disorders for those interested. 
More information at https://www.mieda.org/MiEDA-Ministries  
 
General: 
Adolescent Health Initiative: The AHI out of the University of Michigan has many resources 
and trainings for providers caring for adolescents, including handouts for parents and patients at 
http://www.umhs-adolescenthealth.org/  
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Motivational Interviewing: Teen Talk by Dr. Jennifer Salerno is a valuable book for providers 
and parents to learn motivational interviewing techniques for use with adolescents. 
 
Office of Adolescent Health: The U.S. Department of Health and Human Services has 
resources for parents on talking to their adolescents on a variety of topics found at 
https://www.hhs.gov/ash/oah/resources-and-training/for-families/index.html  
 
Thrive: Thrive is an app developed by the Society of Adolescent Health and Medicine that 
includes conversation starters for parents, a library of information on teen health and wellness, 
and the ability to track health records. More information at 
http://www.adolescenthealth.org/About-SAHM/Healthy-Student-App-Info/SAHM-THRIVE-
Flyer.aspx  
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Appendix E 
Provider Surveys 
Provider Feedback before Implementation: 
Name: 
Your name will only be used to link your answers from this survey to another survey that will be 
sent out later. All of your responses will be de-identified before any analysis or sharing.  
 
1) I know all the risk-taking behaviors I should be screening for in my adolescent well-
exams, based on national guidelines: 
Strongly Agree=9   Strongly Disagree=0 
9 8 7 6 5 4 3 2 1 0 
 
2) I screen for the recommended risk-taking behaviors in all my adolescent well-exams: 
Strongly Agree=9   Strongly Disagree=0 
9 8 7 6 5 4 3 2 1 0 
 
     3-5) I screen for (Behavior/mental health, substance abuse, sexual risk behaviors) in my 
adolescent patients at well exams: (Ask the question three times for each risk) 
All the time=9    Never=0 
9 8 7 6 5 4 3 2 1 0 
 
       6) When I identify risk-taking behaviors in my adolescent patients, I am confident with my 
knowledge of how to further evaluate these risks: 
Strongly Agree=9   Strongly Disagree=0 
9 8 7 6 5 4 3 2 1 0 
 
       7) After I evaluate identified risk-taking behaviors in my adolescent patients, I know what to 
recommend, how to treat, or where to refer:  
Strongly Agree=0   Strongly Disagree=0 
9 8 7 6 5 4 3 2 1 0 
 
       8) What are the current barriers that you face to screening, evaluating, and responding to 
adolescent risk-taking behaviors in your patients? (Select all that apply) 
-Lack of time 
-Lack of knowledge 
-Lack of comfort 
-Lack of structure/standards 
-Other: (free text) 
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Provider Feedback after Implementation: 
 
Name: 
Your name will only be used to link your answers from this survey to the prior survey that was 
sent out. All of your responses will be de-identified before any analysis or sharing.  
 
1) I know all of the risk-taking behaviors I should be screening for in my adolescent well-
exams, based on the national guidelines: 
Strongly Agree=9   Strongly Disagree=0 
9 8 7 6 5 4 3 2 1 0 
 
2) I screen for the recommended risk-taking behaviors in all my adolescent well-exams: 
Strongly Agree=9   Strongly Disagree=0 
9 8 7 6 5 4 3 2 1 0 
 
     3-5) I screen for (Behavior/mental health, substance abuse, sexual risk behaviors) in my 
adolescent patients at well exams: (Ask the question three times for each risk) 
All the time=9    Never=0 
9 8 7 6 5 4 3 2 1 0 
 
       6) When I identify risk-taking behaviors in my adolescent patients, I am confident in my 
knowledge of how to further evaluate these risks: 
Strongly Agree=9   Strongly Disagree=0 
9 8 7 6 5 4 3 2 1 0 
 
       7) After I evaluate identified risk-taking behaviors in my adolescent patients, I know what to 
recommend, how to treat, or where to refer:  
Strongly Agree=9    Strongly Disagree=0 
9 8 7 6 5 4 3 2 1 0 
 
       8) Please rank the current barriers you face to screening, evaluating, and responding to 
adolescent risk-taking behaviors, with the most significant first: 
Lack of Knowledge  Lack of Comfort  Lack of Time 
Lack of Structure/Standards 
 
       9) The presentation and resources shared by Kristin Vanderwell on adolescent risk-taking 
behaviors has been beneficial to my practice: 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
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Appendix F 
Data Collection from Chart Reviews 
The following data will be collected from chart reviews to determine the effectiveness of the 
intervention: 
 
1. Age 
2. Gender 
3. Insurance 
4. Provider (De-identified) 
5. Time since the last well exam (before current visit) 
6. Current medical diagnoses 
7. Documentation from a template or free-text 
8. History of Present Illness or Review of Systems includes discussion of  
  screening for (Yes/No) 
a. Substance use 
b. Sexual activity 
c. Mental health concerns (anxiety, depression, and/or suicide) 
9. Whether any positive screening results are further evaluated (Yes/No) 
10. Whether the provider included a plan for addressing identified risks  
  (Yes/No) 
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Appendix G 
Institutional Review Board Approval 
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Appendix H 
Budget 
Doctor of Nursing Practice Project Financial Operating Plan 
Improving Adolescent Risk-Assessment  
  
Revenue  
Project Manager Time (in-kind donation) 7,500.00 
Team Member Time: 0.00 
Team Member Dr. Karen Burritt 2,150.00 
Team Member Dr. Kimberly Lohr 1,720.00 
Team Member Dr. Jaclynn Lubbers 480.00 
Team Member Dr. Erin Chillag 960.00 
Consultations: Possibilities for Change 70.00 
Statistician 150.00 
Providers' time spent on surveys  112.00 
Providers' time spent in meeting 350.00 
Use of conference room for meeting 65.00 
Use of Computer 300.00 
Presidential Research Grant 332.00 
TOTAL REVENUE 14,189.00 
  
Expenses  
Project Manager Time (in-kind donation) 7,500.00 
Team Member Time: 0.00 
Team Member Dr. Karen Burritt 2,150.00 
Team Member Dr. Kimberly Lohr 1,720.00 
Team Member Dr. Jaclynn Lubbers 480.00 
Team Member Dr. Erin Chillag 960.00 
Consultation: Possibilities for Change 70.00 
Statistician 150.00 
Laptop 300.00 
Time Spent Completing Questionnaire 112.00 
Cost of Space 65.00 
Time Spent at Provider Meeting 350.00 
Survey Monkey online software 0.00 
Cost of binder and printing 51.00 
14 copies of Teen Speak by Dr. Jennifer Salerno 281.00 
TOTAL EXPENSES 14,189.00 
  
Net Operating Plan 0.00 
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Appendix I 
Organizational Support 
 
 
 
 
 
 
